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STUDIES OF GALLSTONES discovered at autopsy do 
not furnish a true estimate of their frequency in 
the population at large. Mainland has demon- 
strated the risk of such statistical conclusions 
drawn from hospitalized patients and particularly 
from autopsy data. More accurate information 
may be gained by routine cholecystography of a 
large, unselected group, but here, too, a variable 
is introduced, i.e., the accuracy of roentgenology 
in identifying small calculi. Further hazards are 
met on correlation of the co-existence of gall- 
stones with certain systemic diseases, for as 


_ Berkson noted “‘we may guess that if a patient is 


suffering from two diseases ... its effect will be 
to increase relatively the discrepancy between 
hospital and parent populations.” 

A useful formula for the degree of association 


between two diseases is that of Yule: 


Q= n—(a)(b) 
(ab) 
2[(ab) — (a) — (b)]+n+ (a)(b) 


(ab) 





n=total number of cases studied. 
(a) =numberwith one disease, i.e., cholelithiasis. 
(b) = number with another disease, i.e., diabetes. 


4 (ab) = number with both diseases. 





From the Surgical Service of the Beth Israel Hospital, New 
= York City. 


A Q of +1.0 indicates a 100 per cent correlation 
between the two diseases and a Q of —1.0, a 
complete lack of correlation. This study of 3,349 
autopsies and review of the literature was under- 
taken to evaluate the prevalence of gallstones 
from hospital autopsy data. Wide variations are 
noticeable between individual reports, which are 
largely attributable to the character of the re- 
porting hospitals. Certain consistent trends, how- 
ever, are prevalent. Table I reveals that slightly 
more than one-fifth of the patients with calculi 
found at autopsy had given a history of biliary 
tract symptoms. To apply Berkson’s. reasoning, 
we feel that a Q of at least +0.15 would be 
necessary to establish a positive correlation be- 
tween the presence of gallstones and another dis- 
ease from our hospital data. 


AGE AND GALLSTONES 


Gallstones are rare in children. In Wellauer’s 
review (1949), they had been reported in 19 
newborn infants, 14 infants between one and 5 
years of age, 40 children between 5 and 10 years 
of age, and in 119 children over 10 years of age. 
More recent examples in children under 15 years 
of age have been the 5 cases of Forshall (1954) 
and 2 of Glenn (1954). Only about 50 cholecys- 
tectomies for cholelithiasis in children are found 
in the literature. 

Above the age of 20, there is a progressive rise 
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TABLE I.—FREQUENCY OF BILIARY TRACT SYMP- 
TOMS IN THE HISTORY OF AUTOPSIED CASES 
WITH CHOLELITHIASIS 


Cases with biliary 
tract symptoms 


Cases with calculi No. Per cent 
os 226— 28.2 Gross 
APRs antenssis 9— 5 Herter 
oo Ee 60— 16 Hesse 
WO Se kota ah 6 13— 16.9 Kido 
GI so csncane 143— 12 Kirschbaum 
(Er 224— 17.4 Martensson 
| ee 119— 38 Ophiils 
eee 400— 39 Robertson 
115. 24— 21 Rosenthal 
Saree 1,218— 22.6 
TABLE II.—A. AVERAGE FREQUENCY OF GALL- 
STONES AT AUTOPSY 
White White Negro Negro 
male Semale male Semale 
Age Percent Percent Percent Per cent 
Newborn to 19...... 0.1 0.1 0.0 0.0 
es 1 5 0.2 2 
B88 oss hewn 2 9 1 5 
= as a re 6 15 2 10 
B0280 cs sm raichuis 9 24 5 11 
Sl. Se 13 30 7 17 
2! be Se ee ae 18 34 8 18 
80 and older........ 22 38 10 23 


B. RATE OF RISE IN THE FREQUENCY OF GALL- 
STONES IN WHITES 


White White 
male female 
Age group Per cent Per cent 
(Newborn to 19) to (20-29).......... 1.0 4.6 
(20-29) to (30-39).......... 1.2 4.7 
(30-39) to (40-49).......... 3.4 5.9 
(40-49) to (50-59).......... a2 11.2 
(50-59) to (60-69).......... 4.1 7.6 
(60-69) to (70-79).......... 4.8 5.4 
(70-79) to (80 and older)..... 5. 6.6 





The percentage frequency of gallstones in one decade is subtracted 
from that of the next and the resultant is divided by the per cent of the 
cases in the younger decade who do not have gallstones. The final fig- 
ure represents the percentage chance of developing stones within the 
succeeding 10 years. 


in the frequency of gallstones in both sexes and 
all races. The rate of rise in white males is pro- 
gressive, whereas in white females the peak is 
approximately at the age of 45 years. In several 
series, a low frequency was noted in extreme old 
age. Inasmuch as the spontaneous disappearance 
of gallstones is a curiosity, one may only speculate 
as to the explanation (Table IIA,B). 


SEX AND GALLSTONES 


In all age groups above 20 years, stones are 
more frequent in females than in males. It is of 
interest that this sexual predominance is also 
found at autopsy in the Orient, but not in the 








operative material from India (Ghose) or Japan 
(Miyake). 


RACE OR NATIONALITY AND GALLSTONES 


The negro has a significantly lower incidence 


of gallstones than the white man (Table IT) in all ; 
age groups. Cunningham’s figures for the negro | 


in a southern state are almost identical to those 
of Becker for the South African Bantu and but 
slightly lower than those of Lieber, Jaffe, or 
Ludlow in the three northern cities of Phila- 
delphia, Chicago, and Cleveland. Block reviewed 
1,415,775 cases admitted to the Charity Hospital 
in New Orleans. Despite a slight preponderance 
of negro admissions over whites, the clinical inci- 
dence of cholelithiasis was 0.15 per cent for white 
males, 0.05 per cent for negro males, 0.39 per 
cent for white females, and 0.13 per cent for 
negro females. This same racial differential was 
noted by O’Shea in New York City. 
Conclusions as to the geographic frequency of 
calculi drawn from total autopsy figures, when 


uncorrelated with age and sex, are completely | 
misleading. Miyake stressed the low frequency in | 
Japan, 3.05 per cent in all autopsies, whereas | 
Kido’s total figure was 5.4 per cent but when | 


broken down by sex and age, it almost resembled 
that of white individuals (Table III). Table IV 


suggests a low incidence of stones in Russia, but | 


Hesse demonstrated that most of the autopsies 
had been done on young people, and his own 
figures were comparable to those in other Euro- 


pean nations. A similar criticism may be leveled © 
at Ludlow’s determinations in China and Korea. | 


Clark’s figure of 2.2 per cent for the Canal Zone 


must be evaluated in the light that the vast ma- iy 


jority of autopsies were on young male negroes 
employed in digging the Panama Canal. De- 
Lange claimed that stones were found in only 1.6 
per cent of native Javanese, but in 5 to 10 per 
cent when they migrated to Europe. An un- 
usually high incidence of stones has been noted 


in California in Mexican women below the age | 
of 40, 29 per cent compared to 8 per cent for © 
Caucasian females of the same age (Tragerman). © 


STONES IN JEWS AND GENTILES 


Blumberg’s autopsies revealed biliary calculi | 


in 11.7 per cent of 400 gentiles compared to 12.1 


per cent in 346 jews. In our studies, most of the | 


patients were jews, but Table V indicates an 
absence of any consistent correlation between 
religion and stone when grouped by age. In our 
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cases, diabetes was present in only a slightly 
higher percentage of jews than in gentiles. 


FAMILIAL INCIDENCE OF STONE 


Dixon cited 3 instances of a high familial inci- 
dence of cholelithiasis: one family with calculi in 
7 of 11 siblings, another with stones in 6, and 
possibly 9, of 14 siblings, and a third in which 3 
sisters, a mother, and a maternal aunt and uncle 
were affected. 

Stones have been reported in both identical 
twins by Tessler, Kennard, and Laurens. In the 
combined series of Doig and Harvald, concord- 
ance was present in 9 of 23 identical pairs with a 
stone in one member as compared to 4 of 42 
fraternal pairs of the same sex. These represent 
only clinical examples of symptomatic choleli- 
thiasis, so the actual agreement may have been 
closer. 


PREGNANCY AND GALLSTONES 


There is no evidence that pregnancy predis- 
poses to the formation of gallstones, although it 
may be responsible for evoking symptoms in some 
patients. In Robertson’s review of 14,016 clinical 
cases of cholelithiasis in women, 79.6 per cent of 
the women had been pregnant—a percentage 
which could be explained by the average census 
figures of 7.8 per cent of females remaining un- 
married and 13 per cent representing the usual 
sterility rate. Gross’s autopsy study also failed to 
correlate pregnancy and gallstones. Ishiyama 
made autopsy examinations in 49 women who 
died during pregnancy and found stones in only 
2 of them. 


OBESITY AND CHOLELITHIASIS 


To Deaver had been attributed the term “fair, 
fat, and forty’’, as descriptive of the average pa- 
tient with cholelithiasis. Zellweger claimed that 
only 5 per cent of his 255 patients were obese, 
whereas Mentzer believed that 90 per cent of the 
adults weighing more than 200 pounds had gall- 
bladder disease. Of Robertson’s 1,032 patients 
with gallstones who were examined at autopsy, 
44 per cent were classed as above normal weight. 
In Gross’s autopsy material, males with stones 
weighed an average of 12.4 pounds, and females 
22.7 pounds, more than those without calculi. 
Simendinger claimed that 87.2 per cent of his 161 
patients with chronic cholecystitis were obese, 6.6 
per cent were slightly overweight, and only 5.8 
per cent were of normal weight. 
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All of our patients were classified into three 
groups: obese, of normal weight, or thin (Table 
VI). The frequency of stones in the obese, as 
compared to the remainder, presented no con- 
sistent correlative pattern. However, the inci- 
dence of stones in thin patients was appreciably 
lower than in patients of normal or excessive 
weight. 


DIABETES AND CHOLELITHIASIS 


Many observers have noted a relatively high 
incidence of gallstones in diabetics (Table VII), 
and at one time the diseased gallbladder was 
deemed a possible cause of the glycosuria. We 
have found a distinctly higher incidence of stones 
in diabetics of both sexes and all age groups ex- 
cept for 2 male diabetics more than 80 years of 
age, neither of whom had calculi (Table VIII). 
Joslin suggested that the frequently observed 
obesity of the uncontrolled diabetic may be re- 
sponsible for the increased stone formation. We 
could not confirm this (Table IX) and suggest 
that the elevated serum lipoid, which often ac- 
companies diabetes, may be of significance. 


PORTAL CIRRHOSIS AND CHOLELITHIASIS 


Bucalo was the first to indicate that portal 
cirrhosis is not associated with a high incidence 
of gallstones (Table X). We have combined our 
small series of 98 cases with his 500 cases and 
compared them with our combined groups of 
cases without cirrhosis (Table XI) without find- 
ing evidence of any consistent association with 
gallstones. 


THYROID MALFUNCTION AND CHOLELITHIASIS 


The hypercholesterinemia in hypothyroidism 
might suggest a predisposition to cholesterol 
stone formation, but there is no evidence that the 
cholesterol titers or cholesterol to bile salt ratios 
in the hepatic or gallbladder bile are altered in 
this disease. Bockus found a basal metabolism 
rate below —15 in 15.3 per cent of 13 cases of 
cholesterol stones and in 11.1 per cent of 45 cases 
of mixed calculi. Hillemand reported a basal 
metabolism rate below —11 in 58 of 87 cases of 
cholelithiasis, and Simendinger a rate below —10 
in 36 per cent of 50 cases of chronic cholecystitis. 
Among 17 cases of myxedema given an autopsy 
examination by Bastenie, 5 were cholecystitis, 
but there was no mention as to how many pre- 
sented calculi; one-fourth of Warter’s 60 pa- 
tients with clinical hypothyroidism had proved 















PEPE CO SP a eR Co a 


cz (¥) «GL LO (Zh) COL HSE (OI) SOE THT (9Z1) GIS SSE (OL) OSY 9 (827) GtH SZ (6) IS€ O10) SOLE “°"*** "* 9° s8035 





puelsuq 
0 (0) S L9€ (67) 6L 79 (ZO) OST S'SZ (171) ELb VIZ (46) 6Sh OEE (OS) 69E TIE (9¢) eee Te (6) cor BOC) LEE “°'******PURPIO 
Blyeasny 
Ves (07) Le Las (S24) Off €0S (hL) Lol Zev (67) 29 zoe (91) ES 91 (S) Ee C91 (6) SS 0 (0) so ort tts dumnap 
eLysny 
vz (LL) 19€ LiL (€€) €8z 89 (OL) 8b 0 (0) zz oc weysuruuny 
0 (0) Z ES (91) O€ Ole (SS) HEL 9'8E (ZIT) O6Z o'ze (84) LEZ LST (Hr) ILE HBL (LI 7 ©6OL (S) OF 0 (0) 66€ “CC *ueUIMaN 
oos (€) 9 892 (II) Ie 8z (9%) SOL 97% (8) B91 LOL (Se) Bzz HL (61) LEZ OY (6) E8t ECO) 66E “°° *  MOTpNT 
LSE (O91) Br 9°0E (6zr) ZOP'E O'8Z (OIS) ZSB‘E c’Ez (She) SGP'E ICE (OPI) OSI'E $8 (OL) 918 7 (SZ) 26S cas kee tes gaqary 
€ Ov (9S) 61 i 
‘vsn 


AIVNads ALIHM 



























SLZ (09) 61Z TEL (be) 097 6 (LE) H8E 96 (HZ) GHZ SE (OL) 16z 0 (0) ZEt een 
S'8t (ZI) 76 LIE (SE) 662 69 (bZ%) LE S'S (SI) v6z E€ (S) ZSE 80 (I) 8Zt 0 (0) 8€t Om ces “rr ** yaemuyy 
PIAeUIpURIg 
i) 9S (1) 8t O02 (61) 56 88 (87) SI€ LL (82) 9E HS (IZ) L8E EE (El) COE TI (b) SSE 0:0) O40 °**"*° "7+ *yOTYIS 
S 6°97 (vy) E€9L T6L (ISI) 062 91 (HOt) ISIE O'OL (OLE) COE BZ (1S) 859 O€ (6) 862 LO (Z) tz Sead plemopoy 
~ ost (€) Of o8 (OL) ZL 8 (61) zez Lez (8) Loz 7S (61) L9E Zt (Ss) Ile €0 (1) PLE cei aaa ***$1939q 
Gat Aueulissyy 
= 
Ss 
wre (€1) BE 961 (09) 90€ ISI (PET) 888 COL (OTT) SITE 9% (OF) S98 LT (ZI) SOL OF (S) 90S TOI) voor CCC * *88012) 
puelsuq 
Fa 
Sp 
& 0 (0) Zi 91Z (Hr) COZ SOL (971) 192 StL (9E) ShI‘ET 8°8 (18) 876 +S (Ee) £09 Tz (8) Lee Hz (9) 88z BS) iy Rl ea * puepsp 
& eyersny 
> 
~< Veo (Zt) 61 €'8S (Ze) ZZ €9¢€ (Oh) OL Sst (ZI) LZ sez (91) 19 V9 (€) 6¢ 0 (0) 9€ om a **+duinip 
BLysny 
N 
S P 
La T€l (68) 629 LL (br) LS Lit (€) LLt €0 (1) Lop °° ****WeYysuruUND 
= eee (1) € Sez (8) ve Sz (OS) E17 Est (€8) Ese Tel (%y) OzE zt (7) I8t 89 (9) 68 89 (%) 8s SO (€) 685 “""***** *URUIMaNT 
8 0 (0) 8 JZL¢€I (eI) Zot st (Se) zez LOL (Ze) woe €9 (IE) Zor vz (6) SLE Sz (9) BEZ ZO) ISS “TTT MOTpNT 
S SIZ (€€1) FI9 POL (Zhe) €80°% S'ZI (S6E) ESI‘E SL (O7ZZ) 906° ZH (18) IPO‘ 12 (hz) OZET BO (S) 9LS ibaa | 
Ss ‘vsn 
S WIVHW ALIHM 
8 qua? quao qua qua? qua quao qua? qua? qua2 
= 49d 49d 4d 49d 43d 49d 42d 49d 44d 
“S sapjo pun o6- 68-09 6L-0L 69-09 —— So a 6£-06 —— 62-02 _ “6 91 usognay— 
<n ‘SANOLSTIVD JO FONACGIONI—III ATAVL 


wsy 
n 
— 
5 
e 
a 
= 
=“ 
o 
fa 
° 
— 
*) 
a 
a 
= 
1S) 
z 
— 
a 
& 
fo) 
B 
~ 
< 
a 
jen) 
Be 


Newman and Northup 


LO 6LE 
9'LE (19Z) 69 


Str 76 
9°9r (9L1) 8ZE 


€€Z 910°T 
L°SZ (627) ¥60‘'T 


912 761 
L'ze (061) €8S 


T7z (ZI) ~S 8'8t (OS) s9z 
001 (1) if s7i(t)) 8 


99 (IZ) OzE 
0 (0) 6 


6O7zt (OL) LL 
0 (0) € 


OOL (z) 02 
€8 (Z) +z 


L've (68) 982 
¥'°67 (64) 692 


9°82 (Zr) Lb 
¥'6€ (917) 8rS 
99L (IZ) 9Z1 





LOr (th) OL 


L'8¢ +66 
6'7ZE (€2ZZ) 819 


OL 162'Z 
€LU (SZ) 986'T 


OST (ZI) 
0°SZ 

LOL (%8) 
Vet (11) 


s°9 (9S) 
€7e (Ol) 
L'01 (9) 


0°6z (SS) 


9°82 (SL) 792 


0°02 (Zr) 602 
Lse (10€) €r8 
O'7I (81) OST 


{EQUP TONES PATAOEITT EN 


se (OF1) SOE 


*7230) Surpoooad oy3 ur souoisyjes YIM Joquinu 9y) syussosdos Mm 3]qQe) UT sosoyjUoIed UT JoquINNy 


LOE ssel €°CZ 


€O€ (LSI) GIS 


Ort 16 
v8 (Lb) 


ST 
SEL (Z81) Hre'l 


O'OL 
a A 


LL (91) 
Cut 

86 (66) 
Vet (11) 


(68) 658 
(6) 


€S (1z1) 
OLE (Z1) 


v'0z (O01) 6F 


SL (6) O11 Se (9) 


O'rT (62) 
Zt (1z) 


9LI 
£02 


0'Sz (++) 
Z'€z (Lb) 


ZO1 (Sz) 
€'6L (¥6) 
Vs (91) 


€Lt (1b) LEZ 
6°67 (€61) 9%9 
Ov (FZ) E91 


LAME SAEION ARS RES YON OE ES AA 


~ 


wre (971) 61S 


vst (8S) STE 


S°St (0L) OS 79 


98IL +71 698 
ZOL (61) 981 


760'T 
(Ol) €z¢ 


SEL‘l 
6SS 


(0S) 196 
(8) It 


$82'‘Z 
89 88 (4) 08 
vel OS (9) OZT 


SOL (ZI) LST 
76 «(Z1) Tet 


L0Z 


Z8 (02) Hz 
SEL (IE) 622 
L9 (91) 8¢z 


Re a ial acne eee 


(87) 6Z¥ 


09 


cos 


os (2) Itt 


ve 


80 


vl 
VL 
Vt 


sz 


(L9) 928° $‘0 


(€) +8 
(b) Sst 


(4) 8zI 
(€) 9Ft 


1 (€z) 102 
(v1) 961 
(€) 692 


(6) 1S¢€ 


Z'0 (2) "+8" "Mos aqoy 


Vo (1) 


906 
ol 


(2) 
(0) 


Sava GaxiIn 


veececce + ssgmaem 
tliat icc 


wonyy 


“****ureyZuruuny 
+ Sea an 
teeeeee ess yQ@ory 
ve eeeee ss MorpNy 
vsA 
WIVWad OYOAN 


++ g9yp0g 
eee * sido] 
woyy 
“s+ *queyguruuny 
ebiiiitedid 
te teeeees sagqary 
Feeee ees + Morpny 
‘wsn 
@IVW OUDAN 


Z6L'Z Sexes YIOQ—syRAIWY 

"+" *g7euraj—opry 

Ve + + + 97ea—opry 
uedef 


0 LLI 
0 SIZ 


+++ = 19499 
**yrewuyy 
BiAeuIpuLISg 


“* “tpOTyIS 

*“PIeMopoy 

+ Saag 
Aueulissy 


@1IVWad ALIHM 


CET De aT 





0 (0) sOZ‘t 


puelsug 











6 International Abstracts of Surgery « July 1959 





TABLE IV.—GEOGRAPHIC FREQUENCY OF GALLSTONES FROM GROSS AUTOPSY FIGURES 


Total 

number of Percentage 
Country autopsies with stones 
IR io oc heb neha wawe 10,685 13.3 
PAS os chaacktanwkean site 20,974 8.9 
CIE ssp orvsaus asus Sines 29,430 6.1 
ee et ee ee eT 41,705 9.4 
a RRS ce a eR eS 15,073 3.3 
BERS ray c05oe skates aus 19,530 a2 
eo 26,421 41,3 
Se ee ee 16,025 10.7 
ee ree 13,004 7.6 
ee eres mee 266 2.3 
Cie OR 6 656 eisscacawnnes 1,088 Z:2 
West Indian, Trinidad........ 3,557 0.1 
NE ots cheeks ees snus 275 2.9 
POV a NGRVES) 5.66550 se eeisicens 747 1.6 
OC Lr re 95,249 10.8 


biliary calculi. Bockus reported calculi in 10 per 
cent of 270 cases of hyperthyroidism. This subject 
warrants further study, but at present even a 25 
per cent incidence of calculi in myxedema does 
not appear to be of significance. 


BLOOD DYSCRASIAS AND CHOLELITHIASIS 


During the crises of hemolytic disorders, ex- 
cessive amounts of bilirubin enter the bile. In 
hereditary spherocytosis (congenital hemolytic 
jaundice), gallstones were found during the course 
of splenectomy in 22 of 38 cases (Giffin, Sharpe, 
and McLaughlin). Although the disease often 
affects children, gallstones are rarely seen before 


Range 
between percentages 
inindividual reports Reporters 
12.4-14.9 Cleland, Joske 
7.8-32.5 Crump, Mitchell 
1.5-14.1 Brockbank, Candler, Cooke, Gross, 
Slade, White 
4.4-15.4 Beer, Fiedler, Hiller, Hirschberg, 
Huhnerhoff, Karrillen, Minck, 
Mueller, Peters, Rodewald, Rother, 
Schloth, Schretzenmayr, Schroeder 
3.0- 5.6 Ishiyama, Kido, Miyake, Naito 
1.3- 3.1 Hesse, Martynoff, Wolynzew 
3.8-19.6 Ehnmark, Hansen, Martensson, Poul- 
sen, Rovsing, Scheel 
Courvoisier 
7.4- 8.3 Becker, Lopis 
Ludlow 
Clark 
Scheult 
Ludlow 
DeLange 
2.9-24.8 Bell, Blumberg, Cunningham, Herter, 


Jaffe, Kirschbaum, Lieber, Lud- 
low, Mitchell, Mosher, Newman, 
Ophiils, Robertson, Rodman 


the age of 10 years, but they may be expected in 
at least half of the older patients (Table XII). 
Barrington-Ward reported 3 cases in 10 children 
under 12 years of age and Gairdner’s patient was 
only 3 years old. Griffin collected 2 definite and 
2 possible cases of hereditary spherocytosis in 40 
consecutive cholecystectomies performed on pa- 
tients under the age of 26. Hager’s patient, a 30 
year old male with cholelithiasis and carcinoma 
of the gallbladder, also had hereditary spherocy- 
tosis. 

For the same reason, sickle cell disease is 
accompanied by a relatively high incidence of 
gallstones. They were present in 16 of the 35 


TABLE V.—INCIDENCE OF STONES IN JEWS AS COMPARED TO GENTILES 





Males. Females. 

Q Q 

for Sor 
Age Jewish Gentile jews Jewish Gentile jews 
oe, ETE 122 (6) 23 (3) —.48 110 (15) 30 (6) —.22 
PRO io ciicaisoa se 560s 425 (56) 75 (8) +.25 349 (114) 55 (8) +.50 
U5 587 (111) 76 (20) —.21 381 (149) 39 (18) —.14 
80 and older....... 33 (8) 4 (1) —.01 27 (14) 5 (2) +.20 


Jewish males 
with diabetes 
12.6% 10.7% 


The number in parentheses represents the number with stones. 


Gentile males 
with diabetes 


Jewish females 
with diabetes 
20.4% 


Gentile females 
with diabetes 
19.6% 
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TABLE VI.—CORRELATION BETWEEN WEIGHT AND 


CHOLELITHIASIS 
Q 
Q for 
Normal for thin 
Age Obese weight Thin obesity cases 
MALES 
20-39... 6 (0) 90 (9) 47 (1) (Indeter- —.60 
minate) 
40-59... 65 (11) 272 (32) 150 (9) +.31 —.35 
60-79... 67 (13) 382 (89) 196 (25) —.01 —.33 
80 and 
older. . 16 (4) =, 21 (5) —.04 
FEMALES 
20-39... 20 (6) 93 (13) 23 (1) +.51 —.75 
40-59... 132 (46) 171 (46) 91 (26) +.17 —.03 
60-79... 136 (58) 162 (63) 111 (41) +.16 —.08 
80 and 
older... 9 (4) 12 (7) 11 (5) —.15 —.13 


combined cases of Green and Jordan—a rela- 
tively high rate in view of the low general inci- 
dence of biliary calculi in negroes. Weens’s au- 
topsy study also revealed a high stone incidence, 
although no stones were present in children 
under the age of 10 (Table XIII). 

Some cases of hereditary leptocytosis (thalas- 
semia, Cooley’s anemia) are accompanied by 
hemolytic crises. Gallstones were reported in a 
patient 13 years old (Smith) and in another 21 
years of age (Marmont). In Spector’s 4 patients 
with calculi, the gallbladders were grossly nor- 
mal. Casesa found stones by cholecystography in 
only 4 of 53 adult patients. 

Malaria produces anemia by plasmodial de- 
struction along with an increased osmotic and 
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TABLE VII.—FREQUENCY OF CHOLELITHIASIS IN 
AUTOPSIED DIABETICS 


No. Percentage 
of with 
diabetics — stones Correlation 

137... 24.8 As contrasted to 22.7 per cent Feldman 
incidence of stone in 1,319 
autopsies on adults 

26 As compared to 16 per cent for Gross 

nondiabetics © 

219... 185 Jokipii 

319... 18.5 Joslin 

Jaca GS Kundrat 

1,259... 30.2 A _ significant correlation was Lieber 
present in both sexes and at all 
age groups. In diabetics past 
the age of 50, cholelithiasis 
was present in half of white 
females, one-third of negro fe- 
males, one-fifth of white 
males, and one-seventh of 
negro males, 
36 Contrasted to a gross autopsy Martensson 

incidence of 19 per cent. 

y |. SO Compared to 21 per cent for Robertson 
nondiabetics of same age 
level. 

355... 35.2 Average age of diabetics was Schleusner 
62.2 years. 

430... 6.0 Seckel 

453... 30.7 Compared to 21 per cent for 500 Warren 


nondiabetics of the same age. 


mechanical fragility of the. parasitized red cells 
(Wintrobe). Cignozzi reported a high frequency 
of gallstones in this disease. Tamalet was similarly 
impressed for 8.6 per cent of his 1,187 patients 
with malaria developed symptomatic cholelithi- 
asis. He stressed the fact that his patients were 


TABLE VIII.—DIABETES AND CHOLELITHIASIS 








Males. Females. sili 
Age Diabetics Nondiabetics Q Diabetics Nondiabetics Q 
Newborn-19...... 0 (0) 348 (3) _ 2 (0) 219 (0) - 
20-39. kncs 2 (1) 141 (9) +.86 2 (1) 134 (19) +.91 
40-59...... 53 (12) 437 (52) +.37 53 (19) 351 (102) +.15 
| 87 (23) 563 (105) +.22 99 (43) 316 (121) +.11 
80 and older...... 2 (0) 35 (9) (Indeterminate) y (4) 25 (12) +.18 
TABLE IX.—FREQUENCY OF CALCULI IN DIABETICS CLASSIFIED BY WEIGHT 
Males. Females. 
Q Q Q Q 
for Sor for for 
Age Obese Normal Thin obese thin Obese Normal Thin obese — thin 
PO Siow nip cenlc ecw an 11 (4) 30 (8) 9 (0) +.37 (Indeterminate) 10 (3) 24 (8) 13 (6) —.43 +.33 
salt EEOC Cee 12 @) 56 @7) 16 G) =—3! —.33 35 (16) 44 (20) 19 (7) +.07 —.16 


The number in parentheses in Tables VI, VIII, and IX represents the number with stones. 














TABLE X.—PORTAL CIRRHOSIS AND CHOLELITHI- 
ASIS. 


Autopsied Percentage 
cases of with 
portal cirrhosis cholelithiasis 


SOc wc 13.6 Compared to 13.2 per Bucalo 


cent for 500 controls 
without cirrhosis of the 
same age. 


8 Per cent for white Klopstock 
males and 17 per cent 
for white females with 
cirrhosis. 


31.2 Per cent for white Lieber 
females, 13.2 for negro 
females, 13.9 per cent 
for white males, and 
4.3 per cent for negro 
males with cirrhosis. 


19 Per cent for white Martensson 
males and 32.3 per 
cent for white females 
with cirrhosis. 


Rolleston 


young male soldiers who had no previous biliary 
tract history and who developed gallstone symp- 
toms within 6 months after the initial infesta- 
tion. 

There have been no reported studies of the 
incidence of stones in blackwater fever, a related 
acute hemolytic disorder. 

Pernicious anemia is a nonhemolytic dyscrasia, 
but there are marked elevations in bile pigment 
during relapses. Brown reported stones or chole- 
cystitis in 24 of 151, and Martensson found 
stones in 30 of 55 autopsies. In Lieber’s 120 
autopsies following pernicious anemia, stones 
were found in only 13: none in negroes, in 
white females below 50 years of age, or in 
white males below 70 years of age. Bethell re- 
ported calculi in only 5 of 58 cases. Although 
Boyden believed that there was a relatively high 
incidence of calculi in this disease, the figures 
that he has reported are not impressive (Table 
XIV). 


TABLE XI.—FREQUENCY OF CHOLELITHIASIS IN PORTAL CIRRHOSIS 
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NEUROLOGICAL DISEASES AND CHOLELITHIASIS a 


Von Bergmann claimed that gallstones were 
present in 40 per cent of certain cord lesions. 
Wantoch cautioned against attributing the pain 


of certain cord diseases to “‘tabetic crises” for 7 
in 10 of his 48 autopsies he found biliary calculi. 7 


Candler reviewed the autopsy incidence of gall- 
stones in an English institution for the insane. 
These figures are of interest as they represent 


consecutive deaths in a group resembling the j 


general population except for a single variable, 


insanity. The pattern resembled that of the © 
average hospital autopsy incidence of calculi in © 


whites (Table XV). 
CHOLELITHIASIS AND OTHER DISEASES OF THE GAS- 
TROINTESTINAL TRACT 


The discovery of the clinical coexistence of © 


a 


ieee 





multiple diseases of the gastrointestinal tract is © 
often due to the fact that a patient, suffering © 
from one of these ailments, receives a thorough é 
gastrointestinal examination which also reveals 7 
another disease which may have been asympto- | 
matic. 

There is no evidence that peptic ulcer affects 
the incidence of biliary calculi. Autopsy studies 
of Lieber revealed calculi in 11.6 per cent of all 
adult cases and in 11 per cent of those with | 
peptic ulcer (in 9.9 per cent of those with gastric 
ulcer and in 13.5 per cent of those with duodenal 


ulcer). Gross’s investigation revealed gastric ~ 


ulcer in 4.7 per cent of the cases with gallstones _ 
and in 4.3 per cent of those without gallstones, | 
and duodenal ulcer in 5.2 per cent of the cases 7 






HS 
} 
t2 
3 





with gallstones and 5.7 per cent of those without | 
stones. Our autopsy studies (Table XVI) also | 
reveal no particular correlation. 

Acute pancreatitis is associated with a signifi- © 
cantly high incidence of gallstones, three-quarters — 
of the clinical cases (Table XVII). Autopsy / 
findings are somewhat lower (Table XVII), but © 
a statistical study of Bell’s series (Table XVIII), | 


Ese Pe EPR OS 





Males with Males without Females with Females without 
——__—cirrhosts. cirrhosis. ———cirrhosis. cirrhosis. 
Age Bucalo Newman  Bucalo Newman Q Bucalo Newman  Bucalo Newman 
Newborn-19........ 1 © 2 @ 1 (0) 349 3) — 1 (0) Oo 2 (0) 223 (0) 
DOH89 os ccivens 33 «@) «61 ©) «622 «|). 145 (9) +.04 15 (1) 2 (0) 25 (0) 139 (22) 
MOD... ss vie's 178 (18) 21 (3) 158 (8) 479 (61) —.01 71 (9) 15 (5) 37 (8) 393 (117) 
es ) 144 (19) 31 (8) 176 (29) 635 (125) —.12 40 (13) 21 (11) 58 (17) 403 (156) 
80 and older........ 0 @) 3 @ 2 @ s (83) —.11 7 (5) 12 (0) 11 (2) 31 (16) 


The number in parentheses represents the number with stones. 
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which embraced only fatal cases of clinical 
pancreatitis, reveals a distinct correlation in both 
sexes and in all age groups. We found it difficult 
to estimate the frequency of acute or chronic 
pancreatitis in general autopsy studies. Many 
of our cases were examples of traumatic pan- 
creatitis following gastric resection and the 
criteria for the morphologic picture of chronic 
pancreatitis were not sharp. Lieber found biliary 
calculi in no case of acute pancreatitis coming to 
autopsy in which the patient died before the age 
of 30 and in only 1 of 15 patients who died be- 
tween the ages of 30 and 40 years. Similarly, 
Molander found no biliary calculi in 11 patients 
who died before the age of 40. Howard collected 
635 cases of relapsing pancreatitis; in 36 per 
cent calculi were found in the gallbladder and 
in 8 per cent calculi were found in the common 
duct. A causal relationship between stone and 
pancreatitis may be explained by the Opie 
syndrome in which an ampullary calculus blocks 
the duct of Wirsung; this mechanism is rarely 
seen, but was observed twice among 179 fatal 
cases of Bell. Reflex effects upon the sphincter of 
Oddi have also been incriminated. 

In 1948, Muller reported a triad attributed 
to Professor Saint who noted the frequent asso- 
ciation of cholelithiasis with diverticulosis coli 
and with hiatus hernia. Palmer found the triad 
in at least 14 per cent of 170 adults with hiatus 
hernia. In his review of the literature, he states 
that gallstones were present in 17 per cent of 
381 cases of hiatus hernia and in 11 per cent 
of 150 cases of diverticulosis coli. Hiatus hernia 
and diverticulosis are more often seen in the 
older adult, a group with a naturally high inci- 
dence of cholelithiasis. There are no studies 
indicating an abnormally high association of 
stones with these diseases, but the triad is of 
clinical importance in electing surgery for one 
of them. 


CORONARY SCLEROSIS AND CHOLELITHIASIS 


Hall’s experiments on dogs who were given 
acetylcholine daily revealed coronary throm- 
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TABLE XII.—CALCULI IN HEREDITARY SPHERO- 
CYTOSIS (Combined figures of Bates and Young) 


—With calculi__ 
Age Cases of spherocytosis No. Per cent 
raw enseeics 25 1 4 

oe ae ee 14 6 42.8 
ys | ee 23 14 60.8 
bon 16 9 56.2 
| ae 15 8 53.3 
Le ee 14 10 71.4 
C1 7) ae re a 75 

71 and older.... 2 1 50 


TABLE XIII.—CALCULI IN SICKLE CELL DISEASE 


(Weens) 
Autopsied cases ‘ 
Age of sickle cell disease No. with calculi 
Uo) eee 12 0 

Dt CCE 9 2 
MPO dena ce 13 5 
| eee 5 5 
| |) eee 5 0 
TABLE XIV.—CHOLELITHIASIS iN PERNICIOUS 

ANEMIA (Boyden) 

Autopsied cases of —With gallstones_ 
Age pernicious anemia No. Per cent 
Kn See 15 0 0 
eg, | OEE Ee 19 1 15 
A ee 28 2 7 
eh eee 27 6 22 
POR veccewaxs 20 7 35 
jot) ree 6 3 50 


TABLE XV.—INSANITY AND CHOLELITHIASIS (Cand- 


ler) 

Autopsied cases — With gallstones__ 

Age of insanity No. Per cent 
i) (Sees 16 0 0 

Mees cxnucces 155 6 3.8 
OS a cintae wes 375 31 8.3 
ve cin ee OOO 424 27 6.4 
LT oe. POPE 412 54 13.1 
60-69. 440 85 19.3 
Ui id og CCE 337 90 26.7 
80 and older. ... 69 22 31.9 


bosis often associated with increased thickening 
of the gallbladder wall. Tennant’s statistical 
study of 1,600 autopsies by Yule’s formula failed 
to secure a significant correlation between arte- 
riosclerotic heart disease and gallbladder disease 
(including noncalculous disorder) when cor- 


TABLE XVI.—PEPTIC ULCER AND CHOLELITHIASIS AT AUTOPSY 





Males. 
Age With ulcer Without ulcer 
2 OE Cit cucivee 7 (0) 139 (10) 
RE imran wins waaaduns 62 (10) 438 (54) 
alk NOC RTE TOE 76 (11) 590 (122) 
80 and older.............0.. 4 (0) 33 (9) 


The number in parentheses represents the number with stones. 





r. j 
With ulcer Without ulcer Q 
(Indeterminate) 10 (2) 131 (2) +.11 
+.15 14 (3) 394 (119) —.22 
—.20 40 (17) 384 (150) +.07 
(Indeterminate) 2 (1) 30 (15) 0.0 














TABLE XVII.—CHOLELITHIASIS AND ACUTE PAN- 


CREATITIS 
Clinical cases of No. with 
acute pancreatitis cholelithiasis 
Pate VIG Ren sakes 65 Bernhard 
228... : ‘ 194 Brocq 
eae ; v Cole 
Sees : , 44 Egdahl 
(SE eee 15 Fallis 
56... ; : 53 Griessman 
W375. 5 - 257 Guleke 
oe ‘ 21 Kirschner 
esxs : 28 Lewisohn 
OA... : 25 McWhorter 
en 2 31 Schmieden 
Tk Uh US enee Pere 740 (75.6 Per cent) 
Autopsted cases with No. with 
acute pancreatitis cholelithiasts 
|. CURE mare ey 100 Bell 
BOS icucasannvane ‘ 43 Lieber 
i... ee 34 Molander 
67 females...... 46 Molander 
(2 SR Seen 15 Roberts 
eee 13 Rodewald 
3 SER ee ee ergs : 251 (53.9 Per cent) 


rected for age. Walsh summarized his statistical 
analysis of 2,737 autopsies, “. . . failed to find 
evidence from post-mortem investigation that 
diseases of the gallbladder and of the coronary 
arteries are closely related except through the 
occurrence of an unknown aging factor.’’ On the 
contrary, Breyfogel applied Yule’s formula to 162 
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fatal cases of coronary disease among 1,493 


autopsies and 363 cases of gallbladder disease | 


(including noncalculous disease) and claimed 
there was a significant correlation between the 
two conditions, i.e., a Q which was positive in 
all age groups and in both sexes. Cleland claimed 
there was no correlation between cholelithiasis 
and cardiac infarction or fibrosis in 7,000 autop- 
sies. Our autopsy findings failed to produce any 
consistent correlations. Only males between 20 
and 39 years of age and females over 80 demon- 
strated some association between coronary 
sclerosis, fatal coronary disease, or hypertension 
and stones (Tables XIX, XX, and XXI). 

When the X? formula with Yates’ correction 
was applied to our figures for diseases correlated 
with gallstones, the association became less 
prominent. Hemolytic diseases and acute pan- 
creatitis alone appear to present a significantly 
higher incidence of calculi. 


SUMMARY 


1. The autopsy incidence of gallstones has | 
been reviewed from the standpoint of age, sex, 


and color. 
2. In hemolytic diseases and acute pancreatitis 
a statistically higher incidence of stones is noted. 


3. Although the incidence of biliary calculi | 


TABLE XVIII.—CHOLELITHIASIS AND FATAL PANCREATITIS (Bell) 











Males. Females. 
With fatal Without fatal With fatal Without fatal 
Age pancreatitis pancreatitis Q pancreatitis pancreatitis Q 
| eet 22 (3) 541 (9) +.81 9 (3) 318 (23) +.73 
| eee 37 (17) 1866 (212) +.72 38 (29) 796 (186) +.83 
| es 41 (25) 3122 (701) +.67 31 (23) 1719 (637) +.66 
TABLE XIX.—CHOLELITHIASIS AND CORONARY SCLEROSIS 
Males. Females 
With Without With Without 
coronary coronary coronary coronary 
Age sclerosis sclerosis Q sclerosis sclerosts Q 
Newoorn 00°19 .......6..0056. 7 (0) 343 (3) (Indeterminate) 5 (0) 217 (0) _— 
SSSR erate 53 (6) 91 (3) +.58 47 (9) 92 (12) +.15 | 
NG iso eosks sasse88 SS 359 (43) 135 (20) —.26 246 (75) 148 (40) +.08 
Sp a ee Ee eee 589 (117) 63 (12) +.02 370 (146) 49 (21) —.06 
ee 36 (9) 1 (0) +.39 31 (16) 1 (0) +.48 
TABLE XX.—CHOLELITHIASIS IN CASES WITH FATAL CORONARY DISEASE 
Males. Females. 
With Without With Without 
fatal fatal fatal fatal 
Age coronary coronary Q coronary coronary Q 
20-39...... Piece ted Saeed 2 7 (2) 138 (8) +.73 1 (0) 140 (22) (Indeterminate) 
ocr Soha aaa his 94 (15) 402 (48) +.18 45 (16) 353 (99) +.17 
=, | LEIS are aS oT 149 (25) 510 (106) —.13 80 (28) 340 (139) —.12 
80 and older..........0.s6e<% 7 (0) 30 (9) (Indeterminate) 5 (3) 27 (13) +.22 


The number in parentheses in Tables XVIII, XIX, and XX represents the number with stones. 
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TABLE XXI.—CHOLELITHIASIS IN AUTOPSIED CASES WHO HAD HYPERTENSION 





Males. 
With Without 
Age hypertension hypertension 
Newborn to 19............. 5 (0) 343 (3) 
MN re titece che veo viec te he 23 (2) 118 (7) 
40-59... 119 (15) 368 (48) 
60-79..... : 189 (38) 463 (91) 
OO SiN GNIEP icici cies 12 (5) Pi (4) 


The number in parentheses represents the number with stones. 


in the general population cannot be directly 
inferred from autopsy findings, some index of 
its magnitude may be deduced. 
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ABSTRACTS OF CURRENT LITERATURE 





SURGERY OF THE HEAD AND NECK 


HEAD 


Surgical Treatment of Defects of the Scalp. REEp O. 
Dinecman. 7. Internat. Coll. Surgeons, 1958, 30: 148. 


BECAUSE OF its exposed and vulnerable position the 
scalp is subject to many types of trauma, as well 
as infectious, neoplastic, and congenital lesions. 

Congenital absence of a portion of the scalp is a 
rare occurrence. If these defects lie over the visible 
blood vessels or suture lines the membranous portion 
of the defect should be excised and primary closure 
of the scalp effected if possible; or if not, split thickness 
skin grafts should be used to cover the defect. Opera- 
tion should be performed as soon after birth as 
possible. 

The general principles of plastic surgery in the 
repair of scalp defects differ little from those ap- 
plicable elsewhere. If anything the author indicates 
more latitude here than in other regions of the body. 
Radical debridement is not recommended. All tissue 
that has any possibility of survival should be retained 
since large segments of partially avulsed scalp with 
small pedicles may be saved. 

The scalp is supplied by five pairs of arteries, the 
frontal, supraorbital, superficial temporal, posterior 
auricular, and occipital. All of these vessels are 
peripheral, and there is no perforating blood supply. 
As a consequence flaps should be based peripherally. 
In addition, flaps need not be undermined as a 
delaying procedure. Since there is no deep perforating 
blood supply this procedure is superfluous, and 
simply outlining the flap is a sufficient delaying 
procedure. The anastomosis across the midline is 
not generous, and, if possible, scalp flaps should 
not cross the midline. Flaps should also not extend 
across scars that are through to the galea. 

Scalp flaps, when elevated, should be dissected 
in the subaponeurotic plane, and include the galea, 
allowing the pericranium to remain intact. The 
pericranium contains an excellent blood supply and 
will adequately support split grafts. Free grafts 
will not take on the cranium. 

Small scalp defects can often be closed by extensive 
undermining plus relaxing incisions made from below 
in the galea. 

When the scalp is avulsed, the pericranium is 
usually left intact and will support split grafts. The 
author does not believe that the scalp can be re- 
placed at once with any hope of success, but cites two 





procedures that may be successful. One of these con- 
sists in thinning the scalp from underneath and using 
the remainder as a graft. The other, somewhat similar, 
is to take thick split grafts from the avulsed scalp. 
Both procedures are done in the hope of obtaining 
a growth of hair. 

The best method of covering the cranium is with 
local tissues, i.e., scalp flaps. Such flaps may be 
delayed as mentioned, by an outlining incision 
through the galea. A 2:1 ratio of length to base is 
always safe, but when the flap contains an artery 
this may be exceeded. Scalp is thick, and does not 
rotate as easily as other tissues. When local flaps 
cannot be used, tubed flaps from the abdomen may be 
transferred to the wrist, and thence to the skull. Full 
thickness skin is necessary to reconstruction of the 
cranium with bone grafts, and must be well established 
before the bone graft is attempted. 

—Carl H. Calman, M.D. 


Primary Tumors of the Infratemporal and Pterygo- 
palatine Fossae. SHERMAN O. StRAND. Arch. Otolar., 
Chic., 1958, 58: 437. 


THE AUTHOR calls attention to the rare occurrence of 
primary tumors in the infratemporal and pterygo- 
palatine fossae. The diagnosis of these lesions depends 
on a thorough understanding of the anatomy of both 
areas, which he describes in some detail in the article. 
Infratemporal fossae tumors will most frequently 
cause symptoms of pain over the distribution of the 
mandibular nerve, which is constant and becomes 
increasingly worse with time. Since the buccinator 
nerve passes through this area, paresthesia or anes- 
thesia of the skin at the corner of the mouth and in the 
buccal mucous membrane may also be present. The 
tumor mass may present itself externally through the 
notch of the mandible or into the vestibule of the 
mouth in the area of the buccomaxillary fold. At this 
point trismus and deviation of the mandible will 
occur and as a later development.encroachment upon 
the eustachian tube may be noted. In lesions that 
present initially in the pterygopalatine fossa, involve- 
ment of the maxillary nerve traversing the foramen 
rotundum will cause pain or anesthesia throughout 
the distribution of this nerve, and subsequent symp- 
toms will more likely affect the orbit and its content. 

The author reports two tumors, a low grade 
chondrosarcoma and a low grade neurofibrosarcoma, 
which presented in these regions. A discussion of the 
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various forms of therapy, prognosis, and differential 
diagnosis of these tumors is given. Wide surgical re- 
moval following extirpation of the parotid gland is 
probably the treatment of choice with irradiation 
being a possible second form of therapy. The article is 
an anatomicopathologic study of rare tumors in the 
areas mentioned, and the importance of anatomical 
knowledge in making the diagnosis is emphasized. 
—Kenneth L. Hardy, M.D. 


Anatomoclinical and Histogenetic Considerations on 
a Rare Parotid Neoplasm: the Angioreticuloendo- 
thelioma (Considerazioni anatomocliniche ed istoge- 
netiche su di una rara neoplasia parotidea: langio- 
reticoloendotelioma). M. BARBAzza. Arch. ital. mal. 
app. diger., 1958, 24: 259. 


TUMORS OF THE PAROTID gland of mesenchymal origin 
are rare and angioreticuloendotheliomas are excep- 
tionally rare. The author presents the details of a case 
occurring in a 10 year old girl. Two months before 
seeking medical care she noted a swelling of the right 
parotid area. On examination a grossly nodular, 
meaty, nontender mass, the size of a large walnut was 
found in the body of the right parotid. The overlying 
skin was freely movable and the regional lymph nodes 
appeared to be entirely normal to palpation. 

A total parotidectomy was performed. The capsule 
of the gland appeared intact. Sections of the tumor 
stained by a number of techniques revealed the ab- 
sence of the typical glandular structure of the parotid. 
The glandular tissue was replaced by a tumor show- 
ing a reticular structure and a vascular network made 
up of capillaries lined by simple endothelium. Hemor- 
rhagic areas were frequent but malignant changes 
were conspicuously absent. The tumor was classified 
as an angioreticuloendothelioma of the parotid gland. 

The author emphasized, on the basis of a careful 
review of the literature, that this tumor is almost al- 
ways encountered in infants and children, often dur- 
ing the first year of life. 

Growth is generally rapid and the tumor may reach 
a considerable size. 

The closing part of the paper is devoted to a rather 
lengthy discussion of the histogenesis of the mesen- 
chymal tumors of the parotid gland. They may orig- 
inate from the vascular structures of the gland or 
from the abnormal proliferation of the undifferen- 
tiated mesenchymal cell. The author believes that the 
latter hypothesis is the most creditable. It is based on 
a concept suggested by De Gaetani. It postulates that 
the hemohistioblast, the basic pluripotent mesen- 
chymal cell, is capable under a neoplastic stimulus, of 
evolving into all types of mesenchymal tumors. This 
hypothesis, in the author’s opinion, could explain the 
appearance in the parotid gland of a complex tumor 
such as the angioreticuloendothelioma. 

—Franco Sangalli, M.D. 


Osteogenic Sarcoma of the Jaws and Facial Bones. 
LyLe V. Kracu, Davin C, Daun, and Joun B. 
Ericu. Am. 7. Surg., 1958, 96: 496. 


THE AUTHORS present a study of 44 cases of osteogenic 
sarcoma of the jaws and facial bones obtained from 
the files of the Mayo Clinic prior to 1957. They 
emphasize that the previously held pessimistic atti- 


tude toward the treatment of osteogenic sarcoma in- 
volving the facial bones may not necessarily be war- 
ranted. Eleven of the 35 patients for whom follow-up 
data were available have lived for more than 5 years, 
with a total salvage of one-fourth of the patients of 
the series. The authors stress wide initial surgical 
removal of these lesions and emphasize their relatively 
low grade of malignancy when compared with osteo- 
genic sarcoma occurring in the long bones or else- 
where. A tendency to late systemic spread and this 
relatively low degree of malignancy may contribute to 
successful therapy. 

Vague symptoms relating to the facial bones led 
initially in many of the cases to dental and minor 
surgical procedures prior to the establishment of a 
correct diagnosis. The authors emphasize that a 
relatively painless, nonulcerating mass occurring in 
the upper or lower jaw, particularly about an alveolus, 
suggests the possibility of osteogenic sarcoma. In the 
antral and ethmoid regions early symptoms are fre- 
quently lacking. Definitive diagnosis depends on 
histologic studies, although roentgenographic exami- 
naticn is extremely helpful in most instances. They 
also point out that 4 of the sarcomas in this series 
arose in regions that had previously been irradiated 
for benign conditions of either bone or soft tissue, and 
warn against the use of irradiation for these condi- 
tions. 

The authors include a detailed chart which con- 
tains summaries of the 44 cases in the series. 

—Kenneth L. Hardy, M.D. 


EYE 


Experiences with the Early Operation of Passow in 
es of Cauterization and Burns of the Eye (Er- 
fahrungen mit der Friihoperation nach Passow bei 
Veratzungen und Verbrennungen des Auges). W. 
ScHARNKE. Miinch. med. Wschr., 1958, 43: 1651. 


In 1938 passow reported a new simple operation for 
the treatment of recent cauterizations and burns of 
the eye. 

The connective tissue is dissected around and un- 
derneath the cornea. This procedure allows the re- 
moval of the toxic transudate collected under the 
conjunctiva and shortens the healing time. 

The author reports the cases of 50 unselected pa- 
tients on whom the operation was performed 58 times 
on 56 eyes. The operation was done as soon as possible 
after the injury occurred. Indications were large ane- 
mic areas of conjunctiva in which chemosis was usu- 
ally present. When the area of chemosis was large the 
limbus was completely encircled by the cut (37 cases). 
In partial chemosis only half of the circumference 
was cut (21 cases). For most of the latter cases ambu- 
latory postoperative treatment was sufficient. 

—Victor R. Fablokow, M.D. 


Conjunctival Flaps in the Treatment of Corneal Dis- 
ease with Reference to a New Technique of Appli- 
cation. TRYGVE GuNDERSON. Arch. Ophth., Chic., 1958, 
60: 880. 


CONJUNCTIVAL FLAPS are advocated for the treatment 
of corneal ulceration to protect the ulcer from tears; 
the accompanying peritomy reduces the number of 
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superficial blood vessels, a pericorneal neurectomy 
is accomplished which may exert a favorable in- 
fluence on neuropathic keratitis, trauma to the ulcer 
is lessened, and blood and serum are brought in 
direct contact with the ulcer. 

The objections to the use of conjunctival flaps are 
listed. Tears contain lysozyme which may be benefi- 
cial. The flap obscures the disease process and the 
pupil (mydriatics should be used routinely if iritis 
is present or suspected). The intraocular pressure 
cannot be recorded by instruments. The operation 
cannot be repeated if the flap is buttonholed, and 
transient ptosis may follow the operation. 

Conditions which benefit from the application of a 
flap include herpetic keratitis, relapsing erosions, 
bullous keratopathy, marginal ulceration, filamentary 
keratitis, and phthisis bulbi. In the latter, the flap 
may permit the wearing of a prosthesis over the eye. 

The operative technique, which consists essentially 
of preparing a flap of bulbar conjunctiva from the 
area between the superior limbus and the superior 
cul de sac, is described in detail. A complete peritomy 
is done and the cornea treated (cautery or kera- 
tectomy) if desired. The flap is placed over the 
cornea and sutured. Tenon’s capsule superiorly in 
the area from which the flap is prepared is left ex- 
posed. The flap will remain in place as long as desired. 

—J. Jack Stokes, M.D. 


Indications for Clinical Electroretinography. Gdsta 
KarpE, Arch. Ophth., Chic., 1958, 60: 889. 


A METHOD of clinical electroretinography is described 
in detail. The normal electroretinogram (ERG) and 
pathologic variations are explained. The electro- 
retinogram is of value in the diagnosis and prognosis 
of circulatory disturbances of the retina, such as 
central retinal artery occlusion and thrombosis of 
the central retinal vein, in siderosis, retinal detach- 
ment, tapetoretinal degeneration, avitaminosis A, 
opacities of the media in which the fundus cannot 
be visualized, and in cases of optic atrophy. 

In cases of central retinal vein occlusion in which 
the ERG remains normal, indicating mild to moderate 
retinal damage, the prognosis for visual recovery may 
be good and, perhaps, intensive therapy with anti- 
coagulants may be indicated. In cases of retained 
foreign bodies and siderosis, the extent of retinal 
damage may be determined by the electroretinogram. 
If the ERG is normal and remains so, in which case 
the foreign body may be considered inert or en- 
capsulated, surgery may not be necessary. In cases of 
retinal detachment, the severity of retinal damage 
can be determined prior to surgery. The electro- 
retinogram of the carrier of the hereditary trait of 
retinitis pigmentosa may be important in determining 
whether the carrier should be sterilized. In cases of 
corneal scarring and cataract in which the fundus 
cannot be seen, an abnormal ERG may contra- 
indicate surgery. However, in conditions in which the 
lesion is limited to the macula, the ERG is normal. 
If the retina is intact and the optic nerve atrophic, 
the ERG is normal indicating damage to the optic 
nerve or tract. In glaucoma and tumors, the ERG 
will demonstrate the amount of retinal damage. 

—j. Jack Stokes, M.D. 
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EAR 


Differential Diagnosis Between Otosclerosis and Con- 
genital Footplate Fixation. Howarp P. House. Ann. 
Otol. Rhinol., 1958, 67: 848. 


THE AUTHOR draws attention to the not infrequent 
occurrence of congenital abnormalities of the ossicular 
chain which, clinically, may mimic otosclerosis. The 
most common form of congenital anomaly is fixation 
of the stapes footplate; it produces a moderate to 
severe degree of middle ear deafness which does not 
progress as the patient grows older. Fixation of the 
stapes can be recognized at operation. There is 
usually no increase in vascularity near the footplate, 
and the margins of the footplate are difficult to 
visualize. A congenitally fixed stapes can, if it is 
thin, often be mobilized; but if it is thick, mobilization 
may be very difficult. 

Otosclerosis develops insidiously and there is 
usually a clear history of a slowly progressing deafness. 
At surgery increased vascularity of the mucous 
membrane surrounding the footplate can often be 
recognized; the central portion of the otosclerotic 
footplate is often very thin and whitish plaques are 
often seen spreading over the surrounding bone of 
the otic capsule. 

The author reports the results of surgical explora- 
tion in 26 patients with suspected congenital foot- 
plate fixation, their ages varying from 6 to 60 years. 
Fifty per cent of the patients in this series attained 
a 30 db. level 3 weeks following mobilization; in those 
in whom mobilization failed and fenestration was 
later carried out, serviceable hearing was always 
obtained. — John R. Lindsay, M.D. 


NOSE AND SINUSES 


Surgery to the Nasal Lobule. Henry L. WIL.tams. 
Ann. Otol. Rhinol., 1958, 67: 676. 


AFTER A SHORT REVIEW of recent historical develop- 
ments of the submucous resection of the nasal septum 
the author carefully describes the anatomy and surgical 
anatomy of the nasal lobule, including the musculature. 
The author also considers the physiology of the lobule 
as well as the indications for operations on it. He 
devotes considerable thought to the description of the 
technique for relieving lobular respiratory insufficiency 
of various sorts, such as septal dislocation, deformities 
of the lobular cartilage, obstructions caused by the 
caudal edges of the lateral cartilages, correction of 
obstruction from an overhanging tip, and obstruction 
produced by the ventral displacement of the tip and 
broadening and flattening of the alae. 

This excellent article does not lend itself to abstract- 
ing and the interested reader is advised to read the 
articlein thecomplete text. — John Ballenger, M.D. 


Treatment of Cancer of the Paranasal Sinuses and 
Nasal Fossa. James W. Henprick. Arch. Otolar., Chic., 
1958, 68: 604. 


Cancer of the paranasal sinuses and the nasal fossae 
is most common between the ages of 50 and 70 years, 
males being affected more often than females in the 
ratio of two to one. The condition is common in 
Mexicans, a susceptibility resembling that of Orientals 
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to cancer of the nasopharynx. No definite etiologic 
factors can be implicated although sinusitis, rhinitis, 
and nasal polyps are often seen. The most common 
form of cancer in this area is squamous cell carcinoma. 
The growth usually remains unilateral, except when 
the nasal septum, the sphenoidal sinus, or the ethmoids 
are affected; spread via the blood or the lymphatics 
is less common than local invasion. 

The presenting symptoms depend on the site of 
origin of the tumor, but any patient with pain in the 
region of the distribution of the maxillary branch of 
the fifth nerve should be given a careful examination 
of the sinuses to exclude cancer. Tumors of the 
sphenoid and ethmoid region cause nasal obstruction 
with bloody discharge, lacrimation, and sometimes 
secondary sinusitis. In the diagnosis of this condition 
roentgenograms are of limited value unless bone de- 
struction can be demonstrated; the final diagnosis 
must rest upon biopsy. 

Cancer of the paranasal sinuses can be treated by 
irradiation alone when the general physical condition 
is poor, when there is complicating additional disease, 
and when the tumor has extended to the base of the 
skull, the pterygoid fossa, the nasopharynx, or the 
other side. Irradiation may also be recommended 
when distant metastasis has occurred, or when surgery 
has been refused. It is the author’s practice to give all 
operable cases radiation therapy 3 to 6 weeks before 
operation. It is claimed that this increases the ef- 
ficiency of surgical removal and minimizes the risk of 
embolic dissemination. The author recommends the 
use of the Fergusson incision with suitable modification 
if removal of the orbital contents is indicated. This 
approach permits exploration of the tumor throughout 
its entire extent and of the surrounding structures. 
This surgical procedure is described and illustrated in 
detail. Immediate grafting of the cavity is advocated 
since it encourages early healing and permits insertion 
of a suitable prosthesis a few days following operation. 

The author reports the results of these methods of 
treatment in 68 patients with cancer of the sinuses. 
Of the 24 patients who received irradiation followed 
by operation, 19 were living from 4 to 7 years after 
treatment. Of the 10 who received irradiation only, 2 
were living 4 to 7 years after treatment. 


—John R. Lindsay, M.D. 


MOUTH 


Studies in Sialolithiasis. The Structure and Miner- 
alogical Composition of Salivary Gland Calculi. 
Irvinc M. Biatt, Reynotps M. DEnnina, JAMEs H. 
ZuMBERG, and JAMEs H. MaxweELL. Ann. Otol. Rhinol., 
1958, 67: 595. 


THE PRIMARY OBJECTIVES of this investigation have 
been to seek accurate knowledge concerning the 
structure and exact composition of the crystalline con- 
stituents of the salivary gland calculus. The methods 
of the geologist, mineralogist, and microanalytic 
chemist have been applied to the development of a 
practical procedure to accomplish these aims. The 
results are based on a study of 30 specimens. 

The salivary gland calculus has a laminated struc- 
ture. Concentric shells of the calcareous mineral, 
apatite, alternate with layers of organic, brownish- 


yellow resinous material which also forms the outer 
covering of the stone. The laminated pattern of the 
salivary calculus indicates its pattern of growth. The 
inference is that the physicochemical relationship 
during growth alternates between an environment 
causing accretion of a calcareous substance with 
periods favoring the accumulation of an outer rind of 
organic, resinous material. Just what initiates or 
localizes the first stage of accretion is not explainable 
from this study. 

The central core or nucleus is a single spheroid 
mass, composed of apatite. It appears completely 
structureless and without recognizable features. No 
foreign organism or inert foreign body was recovered 
from the nuclei of the 30 salivary calculi examined. 

The crystalline component of a salivary gland cal- 
culus is practically pure apatite, as determined by 
optical, roentgen, and microchemical techniques. The 
term apatite refers to a group of biologically occurring 
complex phosphate compounds which have an 
analogous chemical composition and nearly identical 
crystal structure. Carbonate-apatite appears to be the 
apatite in the salivary gland calculus. As determined 
by other investigators, approximately one per cent of 
calcite is sometimes associated with carbonate bearing 
apatites. Differential thermal analysis has been used 
to further verify the results. 

— John F. Ballenger, M.D. 


Surgical Treatment of Lip Hypertrophy and the 
elkersson-Rosenthal Syndrome (Traitement chi- 
rurgical des macrocheilites et du syndrome de 
Melkersson-Rosenthal). R. Mouty. Ann. chir. plast., 
Par., 1958, 3: 183. 


Two Forms of lip hypertrophy are recognized, namely, 
the congenital and acquired. The congenital type 
often shows hereditary tendencies as in negroid races 
- familial traits as in the case of the famous Hapsburg 
ip. 

The angiomatous type commonly involves the face 
in addition to the lip and presents primarily a problem 
of therapy of the vascular tumor. The “‘congenital dou- 
ble lip” is a duplication encountered on the upper or 
lower lip and is sometimes associated with a mucous 
fistula. The two components may originate from an 
exaggerated division of the glabrous and villous parts 
of the labial mucous membrane during embryologic 
development or perhaps may be caused by displace- 
ment and hypertrophy of the orbicularis muscle fibers. 

The acquired labial hypertrophies are parenchyma- 
tous macrocheilias and comprise the granulomatous, 
inflammatory, and hyperplastic noninflammatory 
types. Only the chronic stationary form should be 
treated surgically. Antibiotics, cortisone, and isoniazid 
are of value in acute cases. 

A special type of lip hypertrophy is part of the 
Melkersson-Rosenthal syndrome. The triad of facial 
paralysis, hypertrophied lingual plicae, and recurrent 
mucocutaneous infiltrations of the face with macro- 
cheilia is characteristic. The surgical excision of the 
hypertrophied labial glands, the mucosa, and sub- 
mucosa should be done only after elimination of in- 
fectious dental foci. An oval shaped excision reaching 
from one commissure to the other is performed with- 
out damaging the underlying muscle fibers. The suture 
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line is placed posterior to the vermillion border. The 
vermillion border itself is not excised in contradistinc- 
tion to the lip shave procedure as practiced for the 
treatment of leucoplakias and other precancerous 
cheilitides. —Karel B. Absolon, M.D. 


NECK 


Subacute Granulomatous Thyroiditis of De Quer- 
vain (Tiroidite sub-acuta granulomatosa di De Quer- 
vain). Lutct Amsrost. Arch. ital. pat. clin. Tumori, 1958, 
2: 849, 


De QUERVAIN described subacute granulomatous thy- 
roiditis for the first time in 1902 and in collaboration 
with Giordanengo in 1936 differentiated it from other 
inflammatory conditions of known etiology. He de- 
fined it as an inflammation of the thyroid gland of 
unknown origin characterized by a sudden onset and 
running a subacute or chronic course, often febrile, 
manifesting pain, and with local tension. Both De 
Quervain and Giordanengo have been able to 
demonstrate its toxic, infectious nature by noting in 
the history of these patients the frequent co-existence 
of an upper respiratory infection. They believe that 
bacteria of an attenuated virulence may be re- 
sponsible. 

Some of the synonyms used for this clinical entity 
are struma granulomatosa, giant cell thyroiditis, and 
pseudotubercular thyroiditis. It is rather rare, only 
125 cases having been reported in the literature up to 
1938 according to Giordanengo and note is also made 
of the fact that females between the fourth and sixth 
decade of life are more frequently affected. Lindsay 
and Dailey (1954) have reported that it is ten times 
more frequent than the ligneous thyroiditis of Riedel 
and ten times less frequent than Hashimoto’s lym- 
phomatous struma. 

De Quervain’s thyroiditis presents other clinical 
findings, such as an elevated sedimentation rate, a 
normal or slightly increased basal metabolic rate, and, 
rarely, leucocytosis or lymphocytosis. A typical find- 
ing is the decreased absorption of radioiodine by the 
thyroid parenchyma during the acute phase of the 
disturbance. Parallel to this is the finding of higher 
than normal iodine levels in the plasma. Clinically 
one observes the acute onset, sore throat, difficult 
deglutition, and a sensation of pain and tension 
around the neck. A constant accompaniment of these 
symptoms are slight temperature elevation, perspira- 
tion, asthenia, and anorexia. 

It is rare for De Quervain’s thyroiditis to be super- 
imposed on a pre-existing goiter and special mention 
is made of the fact that it is almost never associated 
with hyperthyroidism. Objectively one notes a slight 
enlargement of the gland and an increase in its con- 
sistency, covering the entire area. At other times, the 
inflammatory process is limited to one lobe, usually 
the right. About 20 per cent of the patients are in this 
category, according to Crile and Rumsey. Fre- 
quently these inflammatory processes appear in vari- 
ous parts of the gland. Although the course of the 
disease lasts from 1 to 3 months, cases have been re- 
ported that have persisted for several months and 
even years, particularly when the condition assumes 
a recurrent form wherein the localized involved zones 
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appear successively in different parts of the thyroid. 
The author calls this the migrating form, and notes 
that in all forms there is no interference with func- 
tional activity. Grossly, the gland appears to be con- 
gested, deep wine-red in color, more voluminous, and 
of firmer consistency because of the adhesions that fix 
it to the surrounding tissues. The color of the cut sur- 
face varies from reddish brown to grayish-white and 
presents a granulomatous appearance (Nocentini). In 
some specimens strands of irregularly arranged 
stroma cells are seen which destroy the normal 
architecture of the gland. The case described is that of 
a 42 year old female. Histologically there is a marked 
increase of the interstitial stroma which is typically 
infiltrated by granulocytes, lymphocytes, plasma 
cells, and epithelial cells. Very characteristic is the 
presence of multinuclear, giant cells. The altered 
colloid substance of the thyroid acts as a foreign body 
and gives rise to the inflammatory reaction described. 
—Vincent Ippolito, M.D. 


Nonchromaffin Paraganglioma of the Head and Neck. 

Francis L. LEDERER, EMANUEL M. SKOLNIK, BURTON 

. Sopororr, and Eto J. Fornatto. Ann. Otol. Rhinol., 
1958, 57: 305. 


NONCHROMAFFIN PARAGANGLIOMA refers to a group of 
tumors occurring in the head and neck and classified 
under a variety of names, such as carotid body tumors, 
glomus jugulare tumors, jugular body tumors, tym- 
panic body tumors, and chemodectoma. The tissues 
from which these tumors arise are contained in the 
carotid body at the bifurcation of the common carotid 
artery and in the glomus jugulare at the base of the 
skull in close relation to the jugular bulb and the 
middle ear. Tumors developing in these areas produce 
signs and symptoms from involvement of the adjacent 
structures. The relative rarity of these tumors, their 
variable classification, their pleomorphic manifesta- 
tions and clinical manifestations, together with the 
various histologic patterns and the possibility of ma- 
lignant degeneration, make them an especially fasci- 
nating group of tumors. 

The first accurate description of the glomus jugulare 
was given by Guild in 1941. These structures occur in 
the adventitia of the dome of the jugular bulb and 
along the tympanic branch of the glossopharyngeal 
(Jacobson’s) nerve, and the auricular branch of the 
vagus (Arnold’s) nerve. Other similar structures in- 
clude the paraganglia intravagale and juxtavagale, 
the paraganglion ciliare, and the paraganglion 
aorticum. All these paraganglia may be considered as 
homologous parts of a system of organs consisting of 
nonchromaffin tissue and closely associated with the 
parasympathetic division of the autonomic nervous 
system. These tissues also seem to have an embryologi- 
cal development that parallels the branchial vessels 
and cranial nerves, and an analogous histologic ap- 
pearance and chemoreceptive function. 

Many of the symptoms are characteristic of the lo- 
cation, others, however, evidence a peculiarity that 
defies any satisfactory explanation. 

In general women are more often affected than 
men in a ratio of about 5:1. The right and left sides 
are about equally affected. A family history is noted, 
particularly in paragangliomas of the temporal bone. 
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TABLE I.—PRESENTING SYMPTOMS IN CASES OF 
PARAGANGLIOMA OF TEMPORAL BONE 


Cases Per cent 
REMERON oS ccs divvawe nb oo-wneseicws 16 88 
ER eee rary 11 61 
MUNIN Sic ow oulnue oo os tus OG Rbcke 9 50 
BORN cs Be G ao og rae area eee 7 38 
a SEE eA IRE ON aerate reg Se 4 22 
RRKARE PORERIMIB 65 o.5 hos. se sien nwaniess 4 22 
NMED coin oraveispro's4 5150s BONE 4 az 
ee ern eee er 2 11 
Postauricular swelling... 0.06.08. 1 5 
Twitching Of TACO... 665. ceoeces 1 5 
OMT 5. ops occ s cee ccna 1 5 


The tumors are found at any age but the highest inci- 
dence is in individuals more than 40 years of age. 

The presenting symptoms in a group of paragangli- 
omas of the temporal bone are shown in Table I. 

The hearing loss is unilateral and progressive, and 
tinnitis is ipsilateral to the tumor. Otologic examina- 
tion reveals injection of the lower tympanic membrane 
or a bulging discolored drum. Myringotomy at this 
stage may be followed by profuse bleeding. At a later 
stage a polypoid richly vascular and bleeding mass 
may appear in the external auditory canal. 

Functional tests usually reveal a marked hearing 
loss of a conductive or mixed type, but with pre- 
dominance of the conductive component. Neurologic 
symptoms reflect paresis or paralysis of the facial and 
hypoglossal nerves. Less frequently, involvement of the 
glossopharyngeal, vagus, and spinal accessory nerves 
has been noted as part of a jugular foramen syndrome. 

As the neoplasm expands, the pontine-cerebellar 
angle and the posterior cranial fossa may be invaded, 
and a brain abscess or tumor may be simulated. Vas- 
cular symptoms include turgescence of the superficial 
cervical veins, particularly of the external jugular 
vein, or a bruit over the mastoid region that may dis- 
appear with pressure on the carotid artery. 

Paragangliomas of the cervical region give rise to 
symptoms chiefly by expansion and the relationship of 
the tumor to the pharyngeal wall and the neurovascu- 
lar bundle of the neck. The tumor is usually painless, 
but at times there is a vague discomfort in the distri- 
bution of the cervical plexus or a pain referred to the 
ear. Pressure on nearby structures may cause cough, 
hoarseness, dysphagia, dysphonia, nausea, vomiting, 
headache, and tinnitus. A hyperactive carotid sinus 
syndrome may be demonstrated. A mass of variable 
size is usually found which is round, firm, smooth, 
and adherent to the skin, and movable laterally, but 
not vertically. It presents in the upper anterior cervical 
triangle under the sternomastoid muscle, or may pro- 
trude on the lateral wall of the oropharynx or naso- 
pharynx. There may be involvement of the sympa- 
thetic nerves with an associated Horner’s syndrome. 

Differential diagnosis includes aneurysms, meta- 
static and primary cancer, lymphomas, branchial 
cysts, lymphadenitis, and neurofibromas. 

Radiologic study of the temporal bone is important 
in diagnosis and follow-up of those tumors that pre- 
sent in the middle ear. Findings in the mastoid bone 
include sclerosis, cloudiness, cellular destruction, 
destruction of the tegmen, and destruction of the sinus 





plate. The condition is diagnosed as chronic mas- 
toiditis until cellular destruction of the mastoid be- 
comes apparent. In the petrous bone the tumor may 
destroy the petrous ridge and invade the middle fossa, 
At the jugular foramen full axial views may show an 
enlarged foramen compared to the opposite side. 

The treatment of choice for tumors in the temporal 
bone is wide surgical exposure with complete radical 
resection. Surgery is a necessity in patients with asso- 
ciated suppuration. The extent of the lesion should be 
determined as well as possible preoperatively. Radical 
removal is more important than the preservation of 
function. In view of the hemorrhagic tendency, the 
tumor should be exposed from all sides if possible, be- 
fore removal is attempted. When the neoplasm invades 
the petrous bone or destroys the tegmen or sinus 
plate, a labyrinthectomy and ligation of the internal 
jugular vein and external carotid artery may be neces- 
sary. Arterial ligation is thought to be of value in 
slowing the growth. If there is no possibility of suc- 
cessful surgical removal, palliative roentgen treatment 
should be administered. 

The authors report a series of 16 cases, with follow- 
up as long as 31 years. There was only one death from 
recurrence, and one operative death from meningitis 
in the series. Surgery and roentgen therapy were com- 
bined in a number of cases. While histologically be- 
nign, these tumors, because of the bleeding tendency, 
expansive growth, bone destruction, involvement of 
vital structures, and the possibility of metastases must 
be considered to be clinically malignant. 

—Carl H. Calman, M.D. 


A New Surgical Technique for the Vocal Rehabili- 
tation of the Laryngectomized Patient. Joun J. 
Coney, Fetrx De Amesti1, and Max K. Pierce. 
Ann. Otol. Rhinol., 1958, 67: 655. 


ONE OF THE MOST DISTRESSING ASPECTS of the total 
laryngectomy operation is the loss of the ability to pro- 
duce sound. Mechanical appliances to overcome this 
loss are cumbersome and accepted by but few patients. 
The use of esophageal speech has been very effective 
in many instances, yet it requires considerable disci- 
pline and effort for months after the operation. Under 
the leadership of a vocal rehabilitationist some patients 
attain a high degree of proficiency with this method, 
but many more are left with inadequate voice, and 
some are simply not rehabilitated. Forty per cent dis- 
continue training against the advice of the therapist. 
The reasons for these failures are associated with the 
size and character of the wound caused by the exci- 
sional operation and the psychological determinations 
of the patient. 

It was hoped that a new operation to supply ade- 
quate air easily for phonatory purposes would elimi- 
nate the “‘gulping” technique, and permit the patient 
to talk with ease. It is likely that this technique will 
prove to be more of a help in accomplishing a speech 
technique than a permanent part of the particular 
activity of speaking. It was recognized that this new 
voice would never attain the capacity of the natural 
vocal organ, yet the ease of speaking postoperatively 
might partially remove one of the serious disadvan- 
tages to the operation which has proved most effective 
against cancer of the larynx. 
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The authors have described a new operation to this 
end. To be successful several things must be accom- 
plished. The technical problem consisted of creating a 
passageway that would permit free flow of air from 
the trachea into the esophagus without the passage of 
food or saliva from the gullet into the trachea. The 
great inconvenience caused by an inadvertent small 
pharyngeal or esophageal fistula would unquestion- 
ably condemn any such uncontrolled communication. 
It was therefore conceived that the communication 
should fill the following requirements: (1) it should 
be tubed, as a tunnel or flap and the act of swallowing 
should close the tunnel automatically, (2) the tracheal 
air inlet should be 3 to 5 cm. higher than the internal 
esophageal opening, (3) muscle should be used to 
suspend the superior portion of the tunnel, and (4) 
the main portion of the tunnel should be positioned 
in the narrowed area of the esophagus so that the 
passage of food or fluid through this area would en- 
hance the collapse of the tunnel and prevent the 
fistula phenomenon. 

The procedure ..iay be done along with the laryn- 
gectomy or as a secondary procedure. In the former 
case a mucosal flap is created along the anterior por- 
tion of the cervical esophagus. The dimensions of the 
flap are 1.5 cm. wide and 5 cm. long. Its position 
may begin at the borders of the external wound of the 
cricopharyngeus muscle, or several centimeters lower 
in the esophagus, to accommodate the remaining 
mucosal pattern and also the tracheostome. The mus- 
cular element of the esophagus is not included in this 
flap. The flap is then tubed with No. 5-0 atraumatic 
chromic catgut over a No. 9 rubber catheter, with the 
mucosa forming the inside lining of the new tube. The 
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lateral walls of the esophagus are approximated over 
this tube, to form a mucosal tunnel emerging from 
the lower anterior wall of the esophagus. The cathe- 
ter remains as a stent in the tunnel for 6 weeks. It 
communicates with the esophagus below and with 
the external portion of the neck above. This catheter 
is tied off so that it will not leak. The superior portion 
of the tunnel is then fixed to a buttonholed aperture 
in the posterior part of the trachea, or sutured just 
above the tracheostome, according to the relative 
positions of these structures. A muscle sling or loop 
may be positioned under the upper segment of the 
tunnel in an attempt to assist in its compression upon 
swallowing. The omohyoid or scalene muscles were 
used for this maneuver. Three patients did not have 
the muscle sling but the results were satisfactory. The 
pharyngeal and neck wounds are closed in the routine 
manner following laryngectomy and excision of the 
associated tissues (Figs. 1 and 2). 

The use of an autogenous anterior jugular vein has 
been used upon 2 occasions to create the communica- 
tion of the tracheal air with the esophagus. This free 
graft is inserted in a tunnel 5 cm. long in the adven- 
titia of the anterior esophageal wall. At the inferior 
aspect of the tract the vein threaded over a No. 8 
catheter perforates into the lumen of the esophagus. 
The superior segment of the vein graft is attached at 
the opening of the trachea or in the skin just above it. 
This vein graft is not in direct contact with the muco- 
sal pharyngeal repair, but approximately 2 to 3 cm. 
below this critical area. The technical features of the 
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vein graft operation in this instance are much easier 
to carry out than the creation of the mucosal tunnel. 

For individuals who have been given the opportun- 
ity to study hypopharyngeal or esophageal speech and 
have failed to rehabilitate their voices, and individuals 
who have had not only laryngectomy but unilateral 
or bilateral neck dissection, after which normal vocal 
rehabilitation is considerably more difficult. a modi- 
fication of the tunnel technique is applied. A free 
mucous membrane tubular graft approximately 5 cm. 
in length is procured from the inferior buccal aspect 
of the oral cavity and tubed over an appropriate 
catheter. Full thickness supraclavicular skin has been 
used for the same purpose. By means of a puncture 
wound and stylet this free mucous membrane graft, or 
skin graft, is inserted into the space between the 
trachea and the cervical esophagus. It is threaded 
through this space inferiorly for a distance of ap- 
proximately 5 cm. Under direct laryngoscopy it is 
perforated through the anterior wall of the cervical 
esophagus. The catheter is maintained in position for 
6 weeks, or longer if there is a tendency toward stenosis. 
The patient is fed with a nasogastric tube for the first 
4 postoperative days. 

After an interval of 2 weeks after the operation, the 
patient can use the new esophageal tunnel to facilitate 
his speech rehabilitation. This is accomplished by the 
use of a specially adapted plastic tracheostomy tube 
with a superior connecting outlet over which a soft 
rubber tube can be fixed in order to fit into the new 
mucosal tunnel. The air stream is directed by placing 
the finger over the external opening of the tracheos- 
tomy tube. A flutter valve might improve this. 


RESULTS 


The technique has been carried out on 15 patients, 
12 primary procedures and 3 delayed procedures. 
Following the 12 primary procedures there were 3 
technical failures, 2 stenoses of the tube, and one fistula 
formation. It is believed that the stenosis resulted from 
removal of the catheter stent after 7 to 10 days, which 
permitted scar tissue to close the tunnel. This caused 
no added inconvenience to the patient. The patient 
with the fistula formation had been treated with 
irradiation prior to the laryngectomy. The fistula 
leaks intermittently when the patient takes liquids by 
mouth, but for a period of more than 18 months has 
not caused him enough inconvenience for him to re- 
quest it to be closed. Two of the successful patients 
leaked a few drops as a result of pressure from a poorly 
adapted air tube connection. This condition was im- 
proved when the curve and length of the tube was 
corrected. It is conceivable, however, that the delicate 
plastic tunnel could be destroyed by pressure and 
abuse from the adapter. 

With simple instructions, patients can usually speak 
on the first effort. The quality of the voice is essentially 
that of pharyngeal or esophageal speech, with better 
air control and supply, and with greater ease of pro- 
duction. The new technique has increased under- 
standing of all esophageal speech techniques and of 
the use of the two methods in combination. 

Four patients rarely use the tube now that they have 
become accomplished in esophageal speech through 
their own training. The presence of the esophageal 
tunnel is not an inconvenience. 

— John Ballenger, M.D. 





evid 
opti 
arac 
rem 
effec 

T 
case 
ider 
state 
acci 
stres 
and 
diar 
com 
spol 
of 2 
pne 
tem 
pro: 

E 
hyp 
sug 
situ 
the 
and 
istic 





ents, 
ures. 
re 3 
stula 
from 
hich 
used 
tient 
with 
stula 
ls by 
3 has 
O re- 
ients 
orly 
; im- 


icate 
and 


Deak 
ially 
etter 
pro- 
der- 
d of 


ave 
ugh 
geal 





SURGERY OF THE NERVOUS SYSTEM 


BRAIN AND ITS COVERINGS; CRANIAL NERVES 


Hypopituitary Coma (Le coma _hypopituitarien). 
Jacques Decourt, J. P. Micuarp, and E. BERNARD- 
WEIL. Sem. hop. Paris, 1958, 34: 2331. 


OF ALL THE COMATOUS STATES secondary to metabolic 
derangements hypopituitary coma is the least under- 
stood. M. Simmonds from Hamburg described what 
he called pituitary cachexia, but this condition, 
named Simmonds’ disease, must not be confused with 
cachexias of inanition such as anorexia nervosa. 
H. L. Sheehan of Liverpool, in 1937, attributed the 
cause of this condition to necrosis of the pituitary after 
parturition. Coma of a similar kind may be observed 
in other varieties of panhypopituitarism, for example, 
chromophobe adenomas of the pituitary gland. 

The authors report on 3 clinical cases. The first 
patient had a typical Sheehan’s syndrome of 29 years’ 
duration which at first was considered to represent 
merely hypothyroidism. After an episode of cardiac 
insufficiency the patient fell into a coma after admin- 
istration of mercurial diuretics. Clinical and labora- 
tory findings seemed to point to adrenal insufficiency. 
The patient’s condition improved after cortisone 
therapy was begun and was maintained satisfactorily 
by thyroid medication and 10 mgm. of hydrocortisone 
daily. The cardiac insufficiency was relieved. 

The second patient had a mixed hypophysial 
adenoma for 29 years. Anterior pituitary insufficiency 
which developed was relieved by cortisone and 
ACTH. Recurrent symptoms after temporary dis- 
continuation of therapy confirmed the diagnosis of 
hypopituitarism and secondary adrenal insufficiency. 

The third patient showed laboratory and clinical 
evidence of pituitary insufficiency associated with 
optic atrophy due to a cyst of the pituitary and basilar 
arachnoiditis. The response to hormonal agents was 
remarkable when coma developed and steroids were 
effective in maintaining good health. 

The pure form of the pituitary coma is found in 
cases of pituitary necrosis post partum. The clinical 
identification is difficult as sometimes such comatous 
states develop as late as 15 to 20 years after obstetrical 
accidents. The coma may be provoked by a minor 
stressful situation (trauma, surgical intervention), 
and it may manifest itself with an initial episode of 
diarrhea and vomiting. Two types of hypopituitary 
coma are recognized. The first is characterized by 
spontaneous hypothermia with rectal temperatures 
of 25 to 28 degrees centigrade, bradycardia, brady- 
pnea, and hyporeflexia. In the other type spiking 
temperature elevations and low blood pressures are 
prominent. 

Even though in many cases of hypopituitary coma 
hypoglycemia is found, in most patients the blood 
sugars never reach low enough levels to explain the 
situation; administration of intravenous dextrose may, 
therefore, be entirely ineffective. Electrolyte (sodium 
and chloride) deficiencies, if present, are character- 
istic of adrenal insufficiency. 
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The immediate cause of hypopituitary coma ap- 
pears to be cerebral hypoxia which presents a sum- 
mation of the complex metabolic derangements. The 
differentiation from myxedematous coma may be 
difficult as panhypopituitarism will include hypothy- 
roidism as a clinical component. Laboratory altera- 
tions include a depressed metabolic rate, hyper- 
cholesterolemia, increased sensitivity to insulin, 
anemia with neutropenia, eosinophilia, and de- 
creased excretion of 3-a-steroids, 17-ketosteroids, 
and corticoids. Evidence of thyroid, gonadic, and 
suprarenal insufficiency will be observed. 

Intravenous administration of plasma, dextrose, 
electrolytes, and 5 to 10 mgm. of desoxycorticosterone 
should initiate the therapy. Noradrenalin will have to 
be resorted to in hypotensive states. Multiple in- 
tramuscular thyroxin injections (1 to 2 mgm. per 
dose) are indicated in hypothermic types of the 
disease. ACTH should be started with initial doses of 
50 to 100 mgm., but the adrenal glands may be found 
to be unresponsive. After the comatous state has sub- 
sided, maintenance with 10 to 20 mgm. of cortisone 
and thyroid extract is indicated. 

—Karel B. Absolon, M.D. 


Use of Subdural Electrodes in the Study of Epilepsy 
(El uso de la implantacion subdural de electrodos en 
el estudio de pacientes epilepticos). HERMAN F. FLANt- 
cin and CELMAN SgjANovicH. Prensa med. argent., 
1958, 45: 1437. 


IN THE sTuDy of patients with focal seizure problems 
many procedures are employed in an effort to ob- 
tain accurate localization of the focus of the seizure, 
since localization may reveal the patient as a good 
candidate for cortical excision. There are several tech- 
niques for the position of electrodes in electroen- 
cephalography. The most common are the Gibbs and 
the Montreal techniques. 

There are also techniques for the implantation of 
electrodes which require the use of surgery. Among 
these are implantation in the subdural and extradural 
spaces and even in the brain tissue. All the investigators 
believe the use of such electrodes gives more accurate 
results than the routine electroencephalogram. 

The authors present their criteria for the selection 
of patients and describe their own technique for 
subdural implantation of electrodes. They report 19 
cases and consider this procedure of no greater magni- 
tude surgically than ventriculography. 

— Jaime Barcena, M.D. 


Decompression in Cerebral Edema Due to Cerebral 
Contusion (Decompression bei Hirnoedem nach Con- 
tusio cerebri). M. Kiincier. Helvet. chir. acta, 1958, 
25: 176. 


THE FORMATION of an epidural or subdural hematoma 
or the development of edema as a result of disturbance 
of the central nervous equilibrium does not coincide 
with the seriousness of the initial injury. While evac- 
uation of the hematoma is a routine procedure, a 
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unified therapy of cerebral edema is not yet estab- 
lished. Most of the cases are lost because of the edema 
and not because of damage to the cerebral substance. 
The subtemporal decompression (Cushing) is often 
not enough; therefore, the extensive use of large bone 
windows for more effective decompression is advocat- 
ed. In some cases the dura could not be opened be- 
~ cause of the danger of brain prolapse, and sometimes 
only the skin was closed without replacing the bone 
which resulted in improvement of the hemiplegia 
and aphasia. The bone defect was closed a few weeks 
later. The decompression of one or two large areas 
with secondary closure of loosely covering bone seems 
to offer advantages. —E. H. Bettmann, M.D. 


Subdural Hematoma in the Elderly Person. PETER 
STUTEVILLE and Krastey WEtcH. 7. Am. M. Ass., 
1958, 168: 1445. 


IN AN ANALysIS of the records of 75 patients more 
than 65 years of age who were found at surgical opera- 
tion or at autopsy to have subdural hematoma, these 
authors have emphasized the subtle nature of this le- 
sion in the elderly person, and they have shown that 
the results of treatment, which is always surgical re- 
moval of the mass, tend to be poor at best and it must 
therefore be instituted promptly if the patient is to be 
saved. All too frequently the elderly patient is admitted 
to the hospital either unable to give a history himself, 
or, if able to speak, he may give an inaccurate history 
which, coupled with the confusing signs or lack of any 
localizing signs, leads to a faulty diagnosis. Trauma 
was known to have occurred in 71 per cent of the pa- 
tients studied, although such trauma was by no means 
always recognized as important by either the patient 
or his relatives. Common complaints were mental 
changes, confusion, constant headache, and somnol- 
ence. Thirteen per cent of the patients were actually 
comatose on admission; 4 per cent showed a frank 
hemiplegia. 

The usual signs of increased intracranial pressure 
are frequently lacking, although roentgenographic 
studies revealing a displaced pineal gland, or abnor- 
mal angiograms, may indicate a marked cerebral dis- 
tortion. Many patients show actual skull fracture. 
Variations of the expected outward neurologic changes 
will be found upon physical examination. Some of the 
more common findings are confusion, stupor or coma, 
bruises about the head, mild arterial hypertension, 
pupillary abnormalities, speech difficulty, bilateral ex- 
tensor toe signs, hemiparesis, and evidence of alcohol- 
ism. The admitting officer of any hospital should con- 
stantly be on the alert for the elderly patient with 
subdural hematoma, and realize that this fatal lesion 
is often mistaken for senile degeneration of the brain 
or cerebral vascular disease.— John Martin, M.D. 


The Effects of Section of the Pituitary Stalk in Malig- 
nant Disease. CAMPBELL CoNNOLLY and A. M., g 
ConnELL. Brit. 7. Surg., 1958, 46: 118. 


AMONG THE VARIOUS METHODS used for the destruction 
of hypophysial function in the treatment of cancer, 
one finds reports of varying success with attempted 
complete removal of the gland, either transcranially or 
transnasally, with injection or implantation of radio- 
active substances, and with division of the pituitary 


stalk. These authors have tested the latter method 
upon 3 patients, and in keeping with the experience 
of other surgeons have found that the desired clinical 
improvement was transitory. Histologic study of the 
autopsy specimens shows that by no means all of the 
anterior lobe will undergo necrosis following such 
section. The posterior lobe, and varying amounts of 
the internal and posterior portion of the anterior lobe, 
will continue to be viable. Theoretically, one might 
expect that with the interruption of the superior hypo- 
physial arteries by stalk section there would be a 
gross necrosis of the anterior lobe, but since this does 
not occur, it is evident that the inferior hypophysial 
arteries, which are left intact, continue to nourish a 
sufficient portion of the anterior lobe to negate any 
worthwhile clinical effects. 

The authors conclude that surgical extirpation of 
the gland, although difficult to attain, is the best 
method for the ablation of all anterior lobe function. 

— John Martin, M.D. 


SPINAL CORD AND ITS COVERINGS 


Protrusion of Lumbar Discs Causing Marked Bilat- 
eral Weakness of the Legs. Henry E. Storino, Ros- 
ERT G. SrEKERT, and Coin S. MacCarty. Minne- 
sota M., 1958, 41: 687. 


PROTRUDED OR extruded lumbar intervertebral discs 
may so compress the cauda equina that the patient is 
rendered paraplegic with sphincteric disturbances, 
and saddle anesthesia. 

The records of 4,330 patients who had undergone 
laminectomy at the Mayo Clinic for protrusion of a 
lumbar disc in the last 5 years were reviewed. Among 
these were the records of 21 patients who had reduc- 
tion in motor power in their lower extremities of 50 
per cent or more. These form the basis of this report. 

There were 14 men and 7 women 32 to 75 years old, 
15 being less than 50 years old. All the protruded 
discs were lumbar discs: the second lumbar disc was 
protruded in 3 cases; the third in 3; the fourth in 9; 
the fifth in 1; the fourth and fifth in 3; the third and 
fourth in 1, and the third and fifth in 1. 

Twenty of the 21 patients gave a history of previous 
attacks of pain in the back or in the distribution of the 
sciatic nerve. The majority had had recurrent bouts 
of such pain over a long time, ranging up to 30 years. 
Three patients had had only one previous attack. 

Pain was a prominent symptom in all 21 cases. 
Early in the course of the patient’s illness the pain was 
often severe. Late in the course it frequently would 
diminish or subside completely. This subsidence of 
pain was coincident with the appearance of weakness; 
that is, when severe paresis and numbness occurred, 
pain (back or legs) tended to diminish. 

Marked muscular weakness in the lower limbs be- 
fore operation was the prominent feature on clinical 
examination. The amount of weakness varied from 
patient to patient and invariably was more severe 
below than above the knee. 

In the 3 patients with protrusion of a second lumbar 
disc, both the knee and the ankle reflexes were absent 
bilaterally. In 16 of the remaining 18 the ankle re- 
flexes were absent bilaterally. The 2 remaining pa- 
tients had a protrusion at the fourth lumbar interspace. 
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Eighteen of the 21 patients had some sensory dis- 
turbance before operation. The 3 others had normal 
sensation despite marked muscular weakness. 

Sensibility to pain and to light touch was most 
frequently impaired. It was surprising to note in some 
instances that only minimal sensory loss was associated 
with marked weakness. 

Eleven patients presented difficulties with the func- 
tion of the urinary bladder of varying degree, ranging 
from hesitancy or incomplete emptying to atonicity of 
the bladder with lack of sensation of a full bladder. 

Ten patients, all of whom also had difficulty with 
the urinary bladder, had difficulty with the anal 
sphincter manifested by fecal incontinence or a lax 
anal sphincter on examination. 

Plain roentgenograms of the lumbar vertebrae were 
normal or showed minimal hypertrophic arthritis or 
minimal narrowing of the intervertebral disc spaces. 

A complete block to the flow of the contrast medium 
was seen in 9 cases. 

The concentration of protein was 100 mgm. per 
100 c.c. or more in the cerebrospinal fluid of 12 pa- 
tients, in 5 of whom it was from 200 to 400 mgm. In 
the remaining 8 patients the spinal fluid contained 
from 20 to 100 mgm. of protein per 100 c.c. 

Follow-up data were available for 15 patients more 
than a year after operation. Five showed excellent 
return of function with essentially normal motor 
power, normal sphincteric control and normal sensa- 
tion, and were free of pain. Prior to operation 4 had 
paraparesis, and 1 was almost paraplegic. The dura- 
tion of the weakness was from 4 days to 3 weeks prior 
to operation. Seven patients had good to fair return 
of function. All were free of pain. Three patients in this 
group of 7 were almost paraplegic before operation. 
The duration of the disability had varied from 1 to 3.5 
weeks prior to operation. In 3 patients the return of 
function was nil. Two of these patients had their 
weakness for 2 months before operation. 

The authors were “‘struck by the frequency of pre- 
vious symptoms so typical of the disc syndrome, fre- 
quent association of trauma, even seemingly trivial 
trauma, and the often minimal sensory loss in the 
presence of rather severe motor loss.” 

The treatment of choice is said to be early surgical 
management. Indeed many of these cases can be con- 
sidered surgical emergencies. Although the data are 
suggestive only, there seems to be a relationship be- 
tween the length of the preoperative weakness, the 
degree and the rapidity of onset in those with severe 
weakness, and the outcome of surgical decompression. 


The Application of “Tidal Drainage” to the Treat- 
ment of ae Patients (Beitrag zur Anwendung 
der “Tidal” Dranage bei der Behandlung quersch- 
nittsgelahmter Patienten). H. ALBREcHT. Zbl. Chir., 
1958, 83: 1517. 


THE PROGNOSIS of a transverse section which is not 
immediately lethal depends upon the avoidance of 
urinary tract infection, the source of most of the other 
complications in bedridden paraplegic patients. The 
presence of an indwelling catheter, disturbances in 
the tonus, and peristalsis of the renal pelvis, the 
ureter, and the bladder, and numerous additional 
causes may result in the infection of the urinary tract. 
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Flasche 


Fic. 1 (Albrecht). Autonomous bladder irrigator. a, 
Container with irrigation solution, 6, 4 way connecting 
glass, c, tubing to bladder, d, tubing to manometer, e¢, 
graduated tube, f, injection cannula, g, ascending part of 
decant tube, 4, superior pole of decant tube, and 7, de- 
scending part of decant tube to bottle. Blase=bladder. 
Flasche = bottle. 


In an attempt to alleviate this major complication 
the author has made use of an autonomous bladder 
irrigator such as described by Munro, 1937. The 
principle of this drainage consists in the utilization of 
a hydromechanic swinging by which the bladder may 
be filled up and emptied: almost continuously, thus 
avoiding stagnation of urine, retrograde dilatation, 
hydronephrosis, and, on the other side, the all too fre- 
quent contracted bladder (Fig. 1). 

The apparatus which is sketched in Figure 1 oper- 
ates in the following manner: From a 5 liter container 
(a), the bottom of which lies just above the level of 
the scale tube top (f) the irrigation solution runs 
through a drip bulb at the rate of 30 drops per minute 
toward a 4-way connecting glass (b), which can 
easily be set by connecting 2 glass T-tubes. From here, 
the solution runs through a 60 cm. rubber tube (c) 
and an indwelling catheter into the bladder. After 
filling up the bladder the solution ultimately runs 
through a rubber tube (d), the inferior pole of which 
must be about 20 cm. below the lowermost point of 
the bladder (c) into a graduated glass reed (2 mm. in 
diameter and 60 cm. in length) the top of which is 
obliterated by a No. 14 injection cannula (f). Now the 
water meniscus rises in the decant tube (g) according 
to the increasing pressure within the bladder. As soon 
as the water meniscus passes above the superior pole 
(h) of the decant tube, drainage of the bladder is 
elicited. Drainage of the fluid through the descending 
part of the decant tube results in a suction effect 
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which empties the bladder, the tubing (d), and 
eventually the graduated glass reed containin 

aspirated air. The fluid mass decreases in (d) (g) (h 

(i) whereby the drainage process is brought to an end. 

It is of importance that the decant tube be brought 
about 20 cm. below point (d) and it should not dip i in 
the fluid of the collecting bottle. Now, from this point, 

filling of the bladder starts again. 

For an undisturbed operation of the apparatus, it 
is important to respect the proposed measurements of 
the different components and their respective posi- 
tions which have proved as optimal. The collecting 
bottle may be a 10 liter balloon vessel which should 
contain 100 c.c. of 1 per cent formalin solution (am- 
monia binder). The author recommends fixing the 
whole tubing on a wooden board (about 80 cm. long 
and 8 to 10 cm. wide) alongside the graduated tube. 
One should also fix a number of small hooks on the 
board, at 5 cm. intervals, on which it is then possible 
to hang the superior loop (h) of the decant tube, after 
determining the proper level according to the amount 
of fluid used to irrigate the bladder. Zero point of the 
graduated tube should be at the level of the symphysis 
of the patient. The whole “montage” should be hung 
to an irrigation pole so as to make it easily movable. 
The irrigation solution should be interchanged every 
third day, using 1/5,000 rivanol, 1/5,000 mercuric 
oxycyanide, 1/10,000 potassium permanganate, or 
even 1 per cent sulfonamide solutions. Indwelling 
catheters should be changed at the same rate. The 
volume of the irrigation solution (350 c.c.) should 
be checked daily to avoid the risk of over-distention 
or shrinkage of the bladder. 

This drainage apparatus must be adapted to each 
case individually, but one must remember that at the 
rate of 30 drops per minute, counting on 350 c.c. of 
solution (of which 20 c.c. remains permanently within 
the tubing), the bladder drainage will occur every 
3.5 hours. 

Tidal” drainage is usually started 2 to 3 days 
after the accident and maintained for 3 weeks or 
longer, until the return of bladder automatism. The 
small number of cases treated with this apparatus 
does not permit any statistical conclusion. However, 
it may be pointed out that the general condition of all 
patients improved considerably following the use of 
this method. —C. A. Muller, M.D. 


PERIPHERAL NERVES 


Brachial Palsy Following Hemorrhage into the Tis- 
sues of the Neck (Sur quelques neuroplégies con- 
sécutives 4 des irruptions sanguines du cou). M. 
Arnaup and H. Davmas. Acta chir. belg., 1958, 57: 367. 


THE AUTHORS report the cases of 6 patients in whom 
sudden and complete brachial palsy developed follow- 
ing bullet wounds of the neck. The palsy was of the 
flaccid type and was accompanied by severe pain in 
the extremity. In 4 of the cases, the course was char- 
acterized by severe muscular atrophy on the involved 
side. All of the patients were operated upon. The 
interval between the operation and the injury is stated 
for only 2 of the patients. The missing data apparently 
were presented in another communication. The inter- 
esting finding was that in all cases there were no ob- 


vious lesions of the nerve roots or trunks to explain the 
neurologic changes, nor was there any instance of frank 
hematoma due to a lesion of a large vessel and com- 
pressing the nerves. The common finding in all of the 
cases was diffuse infiltration of blood in all the tissue 
planes on the side of the neck corresponding to the 
injury. 

Two detailed case histories are given. Operation was 
carried out two months and one month respectively 
following the injury. Again in both of these cases no 
hematoma or direct nerve injury was found but only a 
diffuse hemorrhagic infiltration. The operative proce- 
dure consisted in debridement, division of the aponeu- 
rotic layers, and injection of hyaluronidase into the 
tissue surrounding the brachial plexus. In both of these 
patients, the brachial palsy regressed rapidly following 
the operation. 

The authors are unable to explain why the mere 
infiltration of blood into the tissues surrounding the 
brachial plexus without any evidence of compression 
by a hematoma or direct nerve injury can suffice to 
produce nerve damage. They conclude that surgical 
exploration of the brachial plexus should be carried 
out whenever there is a sudden brachial palsy fol- 
lowing trauma to the neck. 

— René B. Menguy, M.D. 


Closed Traumatic Paraplegia of the Dorsolumbar 
Vertebrae (Le paraplégique par traumatisme fermé 
de la colonne dorso-lombaire). R. VAN Cauwen- 
BERGHE. Acta orthop. belg., 1958, 24: 217. 


THE AUTHOR’S PATIENT was a 30 year old miner who 
had suffered a crushing and torsion fracture of the 
twelfth dorsal vertebra with luxation of the superior 
articular processes behind the inferior articular proc- 
esses of the eleventh dorsal vertebra. This luxation 
rendered open operation imperative. 

At operation, carried out a few hours after the ac- 
cident, the fracture site was exposed through a mid- 
line posterior incision. The adjustable operating table 
permitted depression of the lower half of the patient’s 
body so that with the aid of forceps the articular 
processes of the twelfth vertebra could be replaced in 
front of those of the eleventh. 

Williams’ plates were at once applied to each side 
of the tenth, eleventh, and twelfth dorsal, and the first 
lumbar spinous processes and fixed with bolts passing 
through bored perforations in the spines. 

After completion of the operation the patient was 
placed on an ordinary mattress and supported with 
cushions and pillows so that exaggerated pressure was 
avoided. By turning him every 2 hours the develop- 
ment of bed sores was prevented. No corset, cast or 
air-cushion was used. 

The morning after operation a Foley catheter with 
an inflatable attachment was introduced into the 
bladder and the flow of urine controlled by constant 
but moderate tension. With the aid of antibiotics 
and lavage, infection of the urinary tract was pre- 
vented. 

Bladder automatism was quickly acquired, but on 
the seventh postoperative day a spastic reflex neces- 
sitated removal of the catheter. At the time of the 
report the bladder was still hypertonic and necessi- 
tated frequent micturition. The patient was receiving 
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massage and exercise in the recumbent position, and 
was not permitted to sit up before the expiration of 
3 months. 

After 8 months the patient could walk with small 
steps and a somewhat spastic gait and could get about 
on a wheel chair with ease. There was some return of 
sensory nerve function in the lower extremities, but 
no evidence of any return of motor function. 

In the discussion M. G. Desenrans (Montignies- 
sur-Sambre) did not agree with the author that all 
patients with injuries of this character should undergo 
emergency operation, but thought the Strycker bed 
(frame-bed) could be of value. He did agree that the 
emergency operation performed on the author’s pa- 
tient was imperative because of the type of dislocation. 
Van Cauwenberghe, on the other hand, thought that 
all methods of orthopedic treatment of these para- 
plegic patients incur hazards and he was glad that the 
osteosynthetic methods permitted dispensing with the 
Strycker frame. — John W. Brennan, M.D. 


SYMPATHETIC NERVES 


Resection of the Third Left Dorsal Sympathetic Gang- 
lion According to Ognieff and Its Homolateral, Con- 
tralateral, and Distant Vascular Effects (La résection 
du 3¢ ganglion sympathique thoracique gauche selon 
Ognieff et ses effets vasculaires homolatéraux, contro- 
latéraux et a distance). REN& FONTAINE, BERNARD 
WINISDOERFFER, and Lftopotp TucHMANN, 7. Chir., 
Par., 1958, 76: 217. ¢ 


In 1950, B. V. Ognieff, in studying the asymmetrical 
distribution of the sympathetic nervous system, ar- 
rived at some original conclusions on the basis of 
which treatment was directed into new channels. He 
concluded that the left dorsal sympathetic chain in- 
nervates the arterial system, while the right is more 
particularly concerned with innervation of the venous 
system. Likewise on the left, one ganglion, the third 
dorsal, dominates the rest and acts as a sort of center. 
He attributes this to the fact that the postganglionic 
fibers of this ganglion represent the early phylogenetic 
nerve for the nodular portion of the arterial system. 
He found more than 250 nerve filaments terminating 
in this ganglion as compared with 80 to 100 in other 
ganglions. Experimental elective resection of the 
third left dorsal sympathetic ganglion in dogs pro- 
duced a generalized hyperemia of the four extremities 
and cephalic region. He noted (a) a local hyperemic 
effect in the left upper limb, (b) a regional or contra- 
lateral action extending to the right upper limb, and 
(c) a pluriregional action involving simultaneously 
the lower limbs. On the basis of these experimental 
findings he performed this operation 14 times in man, 
namely, the isolated extirpation of the third left dorsal 
sympathetic ganglion, and in all cases noted the same 
type of circulatory reaction. Similar operations were 
performed by Stojanovich in 1954 and by Wertheimer 
in 1955. It was concluded that the isolated removal of 
D3 had the following advantages: (1) by rendering 
extirpation of D1 unnecessary a Claude Bernard- 
Horner syndrome could be avoided, and (2) a con- 
tralateral operation could occasionally be avoided 
when the two upper limbs were involved. Neverthe- 
less, Wertheimer remained reserved in his opinion as 
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to the regional and general late results. Also Dubost, 
in 1956, reported that the contralateral vasodilating 
reaction observed during the first postoperative days 
rarely persisted beyond this period. 

The authors emphasize the fact that the distant, 
contralateral, and generalized vasodilator effects of 
any unilateral sympathectomy, not only including the 
third left dorsal ganglion, have been known for nearly 
a quarter of a century, having been recorded by 
Leriche in 1927 and 1929. Considering the high re- 
pute of both Ognieff and Stojanovich, it was decided 
to make a new investigation of the results of sym- 
pathectomy upon the circulation. 

In the cases of 64 patients who underwent 80 
operations on the sympathetic system for eradication 
of the second and third dorsal ganglions for various 
conditions, thermoelectric records could be taken 
sufficiently often before and after,operation to permit 
valid conclusions. It was concluded that (1) an equal 
contralateral hyperemic reaction is noted followin 
right and left superior dorsal sympathectomies; (2 
this reaction, most often fugacious, will persist fol- 
lowing both “right” and “left” operations in about 
one-sixth to one-fifth of the cases for months or even 
years, which may explain certain good results ob- 
tained on the opposite side following a unilateral 
operation; (3) the pluriregional hyperemic reactions 
in the lower limbs were not of sufficient intensity to be 
demonstrable by the selected method of exploration; 
(4) on the basis of the findings of R. Leriche and one 
of the authors in 1927 and 1929, it would appear 
justifiable to state that the contralateral and distant 
hyperemic reactions are not attributable to operations 
on the upper portion.of the dorsal sympathetic chain, 
but are produced in the same way no matter what 
the level of operation on the sympathetic system or 
even its peripheral elements. 

The fact that the sympathetic nerve consists of a 
network of fibers without myelin may explain the 
easy and occasional distant diffusion of the reflex 
stimuli affecting it. It is well known that the thera- 
peutic results do not always correspond to the amount 
of nerve sacrificed. Thus, minor interventions that 
would appear physiologically illogical and theor- 
etically doomed to failure frequently yield excellent 
and lasting results, whereas frequently the sacrifice of 
more extensive areas, even with adrenalectomy, may 
yield only temporary results. 

These findings are not to be construed as favoring 
periarterial sympathectomy in preference to the 
operations under discussion. Most excellent results 
have been reported by Holderbach in 60 per cent of 
the cases treated by operations on the sympathetic 
chain and, in particular, on the upper dorsal segment. 
It is only desired to emphasize that in surgery on the 
neurovegetative system minor operations may succeed 
in some cases while occasionally most complete 
sympathetic enervation may fail in other similar cases. 
It is suggested that distant commotions may give rise 
to nonspecific reactions like those described by Leriche, 
Reilly, and Selye. 

In conclusion, the authors do not believe in the 
preponderant specific role of the left third dorsal 
ganglion, even if combined with the second, and are 
of the opinion that the reactions interpreted as such 
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by Ognieff and Stoyanovich are merely qualities 
belonging to the sympathetic system along its entire 
chain as well as, though possibly to a lesser degree, to 
its efferent branches. —Edith Schanche Moore. 


Lumbodorsal Splanchnicetomy in the Treatment of 
Essential Hypertension. G. P. WuirELAw and R. H. 
Smiruwick. J. M. Ass. Georgia, 1958, 47: 492. 


Mepica_ and surgical methods of therapy for essential 
hypertension should complement one another in a 
cooperative therapeutic program. Of the various 
forms of hypertension usually seen in the physician’s 
office, the neurogenic form accounts for approxi- 
mately 96 per cent of cases, humoral hypertension for 
approximately 2 per cent, and mechanical causes for 
less than 1 per cent. 

The routine methods of study are outlined, and the 
posture-cold test is described in detail. The presence 
of postural hypotension may be the clue to hyper- 
tension being on the basis of a humoral factor. The 
sedative test with the use of sodium amytal is also 
described in detail. The potassium and sodium de- 
terminations of the serum may provide a clue to the 
presence of adrenocortical abnormalities. The How- 
ard test for unilateral renal disease is a reliable test. 
The regitine test and the determination of catechol 
amines are considered helpful in diagnosing a 
pheochromocytoma. 

The patients are classified into groups based upon 
assessment of the clinical examination and the re- 
sponses and results of the outlined special tests. For 
details of rating, the original paper should be con- 
sulted. 

The authors are only concerned with patients who 
have sustained hypertension and not the intermittent 
variety. Eighty-eight per cent of their patients had 


manifest vascular disease, either in the eyes, heart, 
kidney, or brain. 

The lumbodorsal or thoracolumbar operation per- 
formed bilaterally in one stage is the favored surgical 
procedure. The ganglionated chain from T8 through 
L1, together with the splanchnic nerves, is removed, 
and the adrenal glands and kidneys are carefully 
explored. 

Among patients with a milder form of the disease 
(groups 1 and 2), surgery should be utilized only for 
(1) those whose disease is not controlled or who are 
unable to follow the medical regimen; (2) those who 
have severe symptoms uncontrolled by medical 
means; (3) young patients, particularly males with a 
high diastolic pressure; and (4) female patients desir- 
ing children after having toxemia of pregnancy un- 
controlled by medical means. 

The more severe cases of groups 3 and 4, when 
renal function is adequate, should be offered the 
benefit of splanchnicectomy. If the blood pressure is 
satisfactorily reduced, patients in group 3 have, at 
the end of 5 years, a 99 per cent survival. If the blood 
pressure is not satisfactorily reduced, those patients 
treated by surgical means have a 75 per cent survival, 
whereas those who are not operated upon have a 
survival of 38 per cent at 5 years. 

The physiologic effects of the operation include a 
reduction of blood pressure and inhibition of reflex 
vasoconstrictor regulation of blood pressure and 
probably inhibition of the reflex secretion of epi- 
nephrine from the adrenal medulla. 

Surgical treatment should be considered in re- 
fractory cases or those unsuitable for medical therapy 
before they progress to an irreversible condition with 
severe renal impairment and nitrogen retention. 

—W. Eugene Stern, M.D. 
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SURGERY OF THE THORAX 


CHEST WALL AND BREAST 


Electrocardiographic Changes Associated with Pectus 
Excavatum, Epwarp I. Euisserc. Ann. Int. M., 1958, 
49: 130. 


THE CASES of 6 patients with pectus excavatum are 
presented. Their electrocardiograms resembled those 
found in anterior and posterior coronary artery 
disease, and complete and incomplete right bundle 
branch system block. These changes are thought to 
be related to the anatomic position of the heart, or 
to pressure of the sternal deformity on the anterior 
cardiac surface. The patients are asymptomatic and 
have been followed up for some years without any 
evidence of organic heart disease. 
—John F. Maloney, M.D. 


Satisfactory Surgical Correction of Pectus Excavatum 
Deformity in Childhood. Kennetu J. Wetcu. 7. 
Thorac. Surg., 1958, 36: 697. 


A rEview of 138 children with moderate to severe 
pectus excavatum is the subject of this report. 
Seventy-six patients (53 per cent) were considered 
suitable for operation, whereas the remaining 62 
patients (47 per cent) did not have progressive 
deformity and gave clear cut evidence of improve- 
ment by the twenty-fourth month of life. 

The primary symptom complex is that of a dif- 
ficult first year of life with recurring bronchitis and 
an increased number of upper respiratory infections. 
Growth performance may be impaired, and es- 
pecially as the children get older the percentile 
growth performance tends to drift downward. 

Four patients complained of chest pain with 
activity and 2 had associated complaints of syncope. 

Eleven of the patients had a short systolic murmur 
at the left border of the sternum. If other murmurs 
are present associated anomalies may be present and 
cardiac catheterization should be carried out. 

By trial and error the author has arrived at the 
conclusion that the ideal time for surgery is between 
2 and 5 years of age. 

An additional criterion for surgery is the ratio 
between the external skeletoanteroposterior diameter 
of the chest at the angle of Louis and the distance 
between the anterior surface of the vertebral body 
and the gladioxiphoid junction. The normal ratio 
between these measurements is usually greater than 
one, while in patients with pectus excavatum it may 
be as low as 0.1. In those patients with a normal 
anteroposterior diameter and an unimproved ratio 
of 0.5 or less at the end of the second year of life 
surgical intervention is recommended. 

In addition, an electrocardiogram and simple 
pulmonary function studies consisting of a vital 
capacity and a timed vital capacity are determined 
in all children 2 years of age or over. In those children 
with a severe deformity and a severe pulmonary 
function deficit there may be significant improvement 
following corrective surgery. 
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Six of the patients in this series had associated 
congenital anomalies. It is believed that the mor- 
bidity and mortality in this group will be higher and 
that in general associated anomalies may well be a 
contraindication to corrective surgery for pectus 
excavatum. 

The first 34 patients in this study were operated 
upon with the Sweet method with good results. 

Because of excessive blood loss and the occurrence 
of bilateral thoracotomies in nearly every case a 
newer procedure was developed in which the cartilage 
was carefully dissected from its envelope and divided 
at the sternum and at the costochondral junction. In 
the last 24 patients this procedure was carried out, 
neither pleural cavity was entered in any case, and 
there was no injury to the internal mammary vessels. 

The anesthetic management of these patients is 
extremely difficult and the 2 deaths reported would 
appear to have been due to the problems of anes- 
thesia in these patients with reduced respiratory 
volume. 

The most frequent postoperative complication was 
recurrence of the deformity. This complication oc- 
curred in 5 patients on whom the Sweet technique 
was used and in 2 additional patients upon whom 
a xiphoidectomy alone was the surgical procedure. 
Superficial wound infection occurred in 3 of the 
patients and chondritis occurred in 2. There were 2 
deaths in this series, listed as cardiac failure and 
cardiac arrest respectively. 

The majority of the patients had little or no post- 
operative difficulty, they were up and around after 
the first day and were discharged without a dressing 
on the seventh day. The patients have been followed 
up from 1 to 6 years or more and there have been 7 
recurrences as stated. Three of these have been 
corrected surgically, 3 are of a minor degree, and 
one was a complete failure but secondary operation 
has been refused. The over-all results in the 67 
patients are considered to be excellent. 

— John H. Davis, M.D. 


Tumors of the Breast. C. J. Louts. Brit. 7. Surg., 1958, 
46: 147. 


THE AUTHOR has made a study of tumors of the 
breast, using a staining technique, in an attempt to 
differentiate between normal and malignant cells. 
The method originally employed was an antigen- 
antibody reaction; globulin obtained from animals 
that had been injected with appropriate tissue was 
used as an integral part of the stain. It was later 
found that a similar result could be obtained by 
using a simple globulin fraction from any rabbit and 
this simplification of technique was used in this study. 

The globulin was labeled with fluorescein isocya- 
nate by previously described methods. Unfixed 
biopsy material was used to prepare tissue sections 
by a special freezing and drying method. These 
sections were then treated with fluorescein-labeled 
globulin for 10 minutes at room temperature and 
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examined with a Leitz fluorescence microscope by 
ultraviolet light. Representative areas were photo- 
graphed and then the same sections were fixed and 
stained with hematoxylin and eosin, and for com- 
parison the same areas were photographed again 
using visible light. 

In normal breast tissue, specific green fluorescense 
was emitted only by the epithelial cells lining the 
ducts and acini. The cytoplasm in these cells fluoresced 
brightly and evenly while the nuclei did not fluoresce 
and the background fluorescence of the periductal 
connective tissue was rather less than that of the 
general connective tissue of the breast. 

Twenty cases of lobular hyperplasia, 6 cases of 
cystic hyperplasia, 4 cases of adenosis, and 6 cases 
of fibroadenoma were studied by this method. In 
these cases, it was observed that the tissues showed 
the same fluorescent properties as those of normal 
breast tissue. 

Thirty-five cases of carcinoma of the breast were 
also investigated by this method, including scirrhous, 
encephaloid, columnar cell, mucoid, and duct types. 
In general, all the cases showed a failure of the 
epithelial cells within a histologically malignant 
area to fluoresce in ultraviolet light. 

In addition to the carcinomas in human beings, 
several breast cancers in animals were also studied 
with similar findings. 

The author believes this study is significant because 
of the distinct differences noted between neoplastic 
and normal or hyperplastic tissue. He believes these 
differences can be used to detect precancerous 
tumors and separate them from benign tumors. 

It should be noted, however, that this is a compli- 
cated method which takes 12 to 15 hours to perform 
and that in its present form it is not at all helpful 
to the surgeon who is waiting for a diagnosis of the 
biopsy he has just taken. This study is of value since 
it has shown that cancer cells lack a protein complex 
found in normal tissue. 

—David E. Hallstrand, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Tracheal Fenestration as New Method of Treatment 
for Advanced Emphysema. Epwarp Ernest Rock- 
EY, SAMUEL ALcotrt THOMPSON, CHARLES FRANCIS 
Bvazsik, and K. J. Aun. NV. York State 7. M., 1958, 58: 
3607. 


TRACHEAL FENESTRATION is a new method of treat- 
ment for chronic respiratory diseases, including that 
group of respiratory insufficiencies known as chronic 
bronchitis and emphysema. It results in a permanent 
tracheocutaneous fistula. This fistula is guarded by 
skin valves which provide a means of ready access to 
the tracheobronchial tree when open and when 
closed, re-establish the normal tracheal tract. The two 
skin valves normally are in apposition and prevent 
leakage of air or liquid. These valves may be manually 
operated and thus provide a new short-cut entrance to 
the tracheobronchial tree. The valves may be re- 
peatedly opened for a matter of minutes or for a longer 
period of time. 

Since the experimental development of tracheal 
fenestration in 1955, this operation has been per- 


formed on 8 patients. The authors report their ex- 
periences with 6 successive cases of advanced 
emphysema with marked respiratory disability. 

The operative technique is described in detail with 
clear illustrations of the formation of the skin flaps 
which are so vital to the successful performance of the 
operation. A generous sized window is placed in the 
trachea and the ends of the skin flaps are sutured to 
that tracheal opening. Below the level of the fenestra- 
tion a temporary tracheotomy is performed and this 
tracheotomy is utilized for aspirations and medica- 
tion for the first postoperative 2 to 3 weeks, allowing 
time for the fenestration to heal. 

Detailed case reports are given on 4 of these very ill 
patients. Tracheal fenestration brought palliative 
relief to 2 of these respiratory cripples, while the other 
2 patients were sufficiently rehabilitated to leave the 
hospital without respiratory difficulties. These results 
were accomplished by repeated and effective tracheo- 
bronchial aspiration. This is performed by the patients 
themselves with the use of a special bronchial suction 
catheter. All the patients easily learned how to insert 
these catheters into the right or left lung. Six to eight 
catheter insertions are done at each aspirating session. 
The number of aspirating sessions which are needed 
varies in each case, and the interval between them is 
progressively increased. 

The authors in a footnote state that since this 
article was presented, they have performed the opera- 
tion in 17 patients. Fifteen of these patients had ad- 
vanced emphysema with marked respiratory dis- 
ability. The authors report the results as striking. 

— Matthew H. Evoy, M.D. 


Acute Asphyxia Due to Unusual Etiology. (Text in 
Greek). S. Korsariwas. Helliniki Iatriki, 1958, 27B: 
840. 


THE AUTHOR reports the unusual case of a 53 year 
old male who was admitted to the hospital in coma 
with marked cyanosis and extreme dyspnea. The 
impression of the admitting physician was that of 
laryngeal edema. The only available history at the 
time was that the patient developed severe dyspnea 
after his dinner without cough and he immediately 
lost consciousness. It was also stated that the patient 
had similar, although less severe, episodes of dyspnea 
after large meals in the past. Physical examination 
revealed, besides the comatose condition, the cyanosis, 
and the dyspnea, a very rapid and feeble pulse, 
widely dilated pupils, distention of the neck veins, 
and a blood pressure of 300 systolic over 50 diastolic. 

The patient was given oxygen by mask with some 
improvement and laryngoscopy was attempted. He 
then became pulseless and apneic, and artificial 
respiration was instituted with return of spontaneous 
respiration. At this time newly arrived relatives gave 
the information that the patient was suffering from 
cardiospasm for a long period of time and the author’s 
attention was directed to aspiration of food. Imme- 
diate laryngoscopy and bronchoscopy revealed a 
patent and normal-appearing larynx, but the thoracic 
trachea was found to be completely collapsed, prob- 
ably because of extrinsic pressure. The esophagus 
was then entered and found to be filled with a tremen- 
dous amount of food which was actually compressing 
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the trachea. As soon as the esophagus was evacuated 
the patient’s respirations and general condition im- 
proved dramatically and his recovery was uneventful. 

The author emphasizes that tracheostomy in this 
case would not have helped and only immediate 
laryngoscopy and bronchoscopy proved lifesaving. 
The need for inspection of the larynx is imperative 
before any tracheostomy. 


— Michael G. Seremetis, M.D. 


Pulmonary Resection for Tuberculosis Under Pro- 
tection of Viomycin, Promizole, and Pyrazinamide. 
Watts R. Wess and Konstantin SPARKUHL. Dis. 
Chest, 1958, 34: 484. 


THE DEVELOPMENT of resistance to the antituberculo- 
sis drugs by tubercle bacilli is posing an increasingly 
difficult problem for those who treat the patients 
harboring such bacilli. A backlog of patients who har- 
bor such open lesions is developing. Many reports 
now attest to the increased percentage of complica- 
tions that occur whenever resection is attempted in 
the presence of tubercle bacilli resistant to the anti- 
microbial therapy. 

Recently, sputum positive and resistant cases have 
been subjected to definitive pulmonary resection with 
the aid and coverage of ancillary drugs. Viomycin 
has been used as well as pyrazinamide and a combina- 
tion of viomycin and terramycin. 

This study is concerned with surgical experience 
gained on 32 patients with open positive lesions and 
bacillary resistance to streptomycin, isoniazid, and 
para-aminosalicylic acid who had resections under the 
protection of viomycin-promizole and viomycin- 
pyrazinamide combinations. 

The therapeutic drugs were begun 2 weeks preoper- 
atively and were continued for 3 months postoper- 
atively. The usual doses given were viomycin, 2 grams 
twice weekly; promizole 1 gram four times daily; or 
pyrazinamide 25 mgm./kgm. or 500 mgm. four times 
daily. 

All patients were sputum positive, only 2 had total 
therapy for less than one year, and only 9 had been 
treated for less than 18 months. Only 3 of the patients 
had active pulmonary tuberculosis for less than 3 years. 
They varied in age from 18 to 60 years with 18 being 
more than 40 years of age. 

The resections were of considerable magnitude with 
10 of the patients having pneumonectomies, 11 lobec- 
tomies, and 8 lobectomies combined with segmental 
procedures. Several of the patients had bilateral pro- 
cedures. 

There were 4 deaths in this series none of which 
was related to the resistant bacilli or to the drug 
status. One patient had a massive pulmonary embolus 
on the operating table, a second died on the twentieth 
postoperative day of pulmonary emboli, a third died 
of pulmonary circulatory insufficiency 6 days post- 
operatively, and the last died of myocardial failure 
associated with pulmonary edema following pneu- 
monectomy. 

There was no bronchopleural fistula, empyema, or 
postoperative spread in these cases. Two early reac- 
tivations of the disease did occur. Both of these were 
in the contralateral lung. Of the 28 remaining patients, 
in 26 bacteriologic examination is negative and the 


SURGERY OF THE THORAX 31 


disease appears stable by roentgenography. Other 
complications included one hemothorax, one cardiac 
arrest during operation with successful resuscitation, 
and tracheostomies performed on 6 patients. Most of 
these were done to aid in controlling secretions. In 1 
patient viomycin had to be discontinued because of 
rash and itching. No severe reactions were noted that 
were due to pyrazinamide. 

It is the belief of the authors that resistance occurs 
partly because of the mechanical factors which are 
found to be present. Hilar fibrosis and extensive 
peribronchial lymphadenopathy produce bronchi- 
ectasis, bronchostenosis, tension cavities, and carnified 
parenchyma. These conditions would prevent cavity 
closure regardless of the nature of the antibiotic 
coverage employed and would thus allow the devel- 
opment and persistence of resistant bacilli. 

— John F. Bergan, M.D. 


Bronchogenic Carcinoma Complicating Pulmonary 
Tuberculosis; A Report of 8 Cases nal a Review of 
140 Cases Since 1932. Joun M. Carey and ALLEN 
E. Greer. Ann. Int. M., 1958, 49: 161. 


ONE HUNDRED FORTY CASES of bronchogenic carci- 
noma complicating pulmonary tuberculosis found 
in the English literature between 1932 and January, 
1957 have been reviewed, together with the cases of 
8 patients treated by the authors. The combined 
diseases occurred in males in more than 95 per cent 
of the cases, and the patients were of the same age 
group and distribution as those with bronchogenic 
carcinoma alone. There were no unusual pathologic 
features of the tuberculosis in these patients. The 
tuberculosis was most often bilateral, apical, or 
superior in location, and was most often (65 per 
cent) chronic fibroid or caseonodular in type. Twenty- 
eight per cent of the cases were moderately far ad- 
vanced and 47 per cent far advanced. Seventy-five 
per cent of the patients demonstrated acid-fast 
bacilli within one year of the diagnosis of the com- 
bined diseases. The location of the bronchogenic 
carcinoma in these patients bore no relationship to 
the tuberculosis. The carcinomas were of the usual 
variety and frequency noted with primary lung 
tumors. 

There are no specific clinical differences between 
pulmonary tuberculosis and bronchogenic carcinoma. 
Quantitative differences in symptoms and findings 
do occur which suggest the diagnosis of either disease 
alone, or of their combination. 

The failure to achieve or maintain general im- 
provement during the present day treatment of 
tuberculosis in a middle-aged man should suggest 
the possibility of complicating bronchogenic carci- 
noma. Radiographic signs of aid in the diagnosis of 
bronchogenic carcinoma complicating pulmonary 
tuberculosis are (a) unilateral prominence of the 
lung hilum, (b) paratracheal lymph node enlarge- 
ment, (c) atelectasis, (d) nodular densities greater 
than 3 cm. in diameter, or (e) bony destruction. 
Only 21 of these patients have had definitive treat- 
ment for bronchogenic carcinoma. It is only by alert 
diagnosis and aggressive action that the treatment of 
this unfavorable combination of diseases can be 
improved. —John 7. Maloney, M.D. 
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Needle Biopsy of Pleura; An Evaluation in Patients 
with Pleural Effusion of Neoplastic Origin. MEL- 
vin L. SAMUELs, JAcop W. Op, and Cuirron D. 
Howe. Cancer, 1958, 11: 980. 


FIrTy-TWO PATIENTS with pleural effusion of neoplastic 
origin were subjected to Vim-Silverman needle biopsy 
of the parietal pleura. The effusions in 50 of these pa- 
tients were likewise studied for neoplastic cells. Diag- 
nostic tissue was obtained in 25 pleural biopsies, 
whereas 18 of 38 cases of metastatic carcinoma showed 
positive results on cytologic examination of the pleural 
fluid. Of 14 cases of malignant lymphoma, in 11 the 
results were suggestive of diagnostic cells in the pleural 
fluid. There was 1 case of primary fibrosarcoma of the 
breast and 1 case of adenocarcinoma of the thyroid in 
which the pleural biopsy was positive while the cyto- 
logic examination was negative. 

There were 10 cases in all in which the pleural 
biopsy was positive and the cytologic examination was 
negative. 

The best results with the biopsy technique were 
obtained in bronchogenic carcinoma (57 per cent) 
and the poorest in malignant lymphoma (36 per cent). 
There was no associated morbidity. Atypical fibrosis 
was noted in 7 cases. It has features that the authors 
believe are distinct from nonspecific fibrosis and are 
suggestive of a neoplastic origin of pleural effusion. 

—John F. Maloney, M.D. 


HEART AND PERICARDIUM 


Indications, Contraindications, and Results of Mitral 
Commissurotomy. (Text in Greek). N. TsamPou.as, 
P. Kitarwonis, M. Pappas, N. PAPAPOLYzos, P. AssIMa- 
copou.os, and A. Triconis, Helliniki Iatriki, 1958, 27B: 
770. 


THE NEED for clear-cut indications and contrain- 
dications for any procedure is an axiom in surgery 
and should be strictly applied in all cases of mitral 
stenosis. The indications and contraindications for 
mitral commissurotomy depend upon a detailed his- 
tory, physical examination, and evaluation of the 
hemodynamic status. Rheumatic activity must be 
determined from the clinical and laboratory examina- 
tion. If any such activity is present valvulotomy is 
contraindicated because of the danger of rheumatic 
reactivation. The authors are also cautious in advising 
valvulotomy in cases of congenital mitral stenosis, 
because there may be other abnormalities and may 
be no actual cusps to open. They advise commissuro- 
tomy for congenital stenosis only in cases of recurrent 
pulmonary edema and a downhill course. 

The physical findings are still the basis for the 
diagnosis of mitral stenosis. The presence of Durozier’s 
rhythm, if there is no arrhythmia, the opening snap 
at the beginning of the second sound, the prolongation 
of the diastolic murmur, and recurrent pulmonary 
edema with regular sinus rhythm are the best in- 
dications for valvulotomy. The phonocardiogram is 
helpful in these cases. Although the presence of a 
Graham-Steel murmur indicates pulmonary hyper- 
tension, its diagnosis is verified by catheterization of 
the right heart, which also helps to differentiate 
between idiopathic pulmonary hypertension and 
hypertension due to mitral stenosis. 


The presence of a systolic murmur along with 
hypertrophy of the left ventricle denotes mitral in- 
sufficiency, and the authors are opposed to operation 
on patients who show predominant mitral insuf- 
ficiency. A dilemma arises if the stenosis and insuf- 
ficiency are of the same degree. If these patients are 
operated upon the insufficiency remains and the 
development of recurrent pulmonary edema indicates 
increased insufficiency. Patients who show evidence 
of hypertrophy of the left ventricle on roentgenography 
or electrocardiography should have careful laboratory 
study to determine whether insufficiency or stenosis 
is predominant. The authors found the direct measure- 
ment of pressure in the left heart chambers the most 
helpful means of answering this question. The co- 
existence of other valvular disease is also important. 
In the presence of aortic stenosis of minor degree the 
authors advise mitral commissurotomy, but if aortic 
disease predominates mitral commissurotomy should 
not be attempted unless one is prepared to correct 
both lesions. The stenotic lesion of the mitral valve 
protects the left ventricle from becoming overloaded 
in the presence of aortic stenosis. If aortic insufficiency 
coexists with mitral stenosis and the former is of 
minor degree, mitral commissurotomy is advised. 
In cases with significant or predominant insufficiency 
of the aortic valve an attack on the mitral valve alone 
does not help. The authors agree with Bailey that 
rheumatic valvulitis of the tricuspid is not unusual 
and is associated with mitral stenosis in about 15 
per cent of the cases. It may be unrecognized because 
the lesion is asymptomatic and the physical findings 
are overshadowed by those of the mitral stenosis. 
If the stenosis is marked the clinical picture is identical 
with the picture of right heart failure or Pick’s syn- 
drome. The diagnosis is then based on hemodynamic 
data, and surgery on both valves simultaneously is 
advised. The appearance of functional insufficiency 
of the tricuspid in the advanced stages of mitral 
stenosis means that mitral commissurotomy would not 
help because the disease is already in an irreversible 
stage. 

Finally, the authors discuss the cases associated 
with arrhythmia. This condition usually complicates 
the advanced cases and predisposes to further dilata- 
tion of the chambers as well as to further slowing of 
the blood flow with development of thrombi within 
these chambers. The difference in attitude between 
surgeons who attach little significance to the presence 
of arrhythmia and believe they can clear the chambers 
of all thrombi by flushing and the internists who are 
very much afraid of possible cerebral complications 
in the presence of arrhythmia and thrombi is stresséd. 
The preoperative diagnosis of thrombi is never 
definite although enlargement of the heart to the 
degree of heart failure may suggest it. The authors 
believe that patients presenting functional insufficiency 
of the tricuspid and arrhythmia should be rejected 
for surgery because the condition is irreversible. The 
presence of simple atrial fibrillation is not a contra- 
indication to surgery. 

Calcium deposits in the valve are usually visible on 
fluoroscopy. The authors believe that excessive calci- 
fication resulting in immobility cannot be corrected 
significantly by surgery. Such cases usually show a 
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considerable degree of regurgitation and present the 
danger of calcium embolization. Forty-two patients 
with excessive calcification were operated upon; 18 
of them had excellent or very good results, and 10 
only slight improvement; in 5 the condition became 
worse and 6 died. Three were lost to follow up. Four 
of the deaths were due to multiple cerebral and pul- 
monary emboli; the other 2 to acute heart failure. 

Hemodynamically, mitral stenosis is significant if 
the left atrial pressure is more than 15 or 20 mm. 
of Hg. Pressures between 5 and 15 mm. of Hg indicate 
minimum stenosis. The valve area is calculated to be 
less than 0.5 sq. cm. in patients with pressures of 
more than 20 mm. of Hg and usually the symptoms 
are pronounced. When the pressure within the 
atrium or the pulmonary veins and capillaries ex- 
ceeds 28 to 30 mm. of Hg. pulmonary edema ensues. 
The question arises why pulmonary edema is present 
in only 20 per cent of the mitral stenoses but appears 
frequently in cases of left ventricular failure with much 
lower atrial pressures. This is explained by the 
thickening of the alveolocapillary membrane which 
can withstand higher pressures. The pulmonary artery 
pressure also increases in mitral stenosis to overcome 
the high left atrial pressure. During the early stage 
the vascular resistance is unchanged and acute 
pulmonary edema and hemoptysis are more frequent. 
Later the pulmonary artery pressure rises dispropor- 
tionately to the left atrial pressure, probably because 
of vasospasm. Right ventricular hypertrophy appears 
during this stage. Valvulotomy results in great im- 
provement if it is performed during these two stages. 
It is less beneficial in long-standing pulmonary con- 
gestion which presents the picture of severe right 
heart failure more often than pulmonary edema or 
hemoptysis. Only 20 per cent of patients with. mitral 
stenosis show a significant increase in vascular re- 
sistance of the lung. 

The authors report a total of 250 cases followed up 
postoperatively from March, 1953 until April, 1958. 
There were 179 females and 71 males in age from 
10 to 50 years, 135 between 20 and 30 years. Ten 
were completely asymptomatic; 110 had dyspnea on 
exertion, tachycardia, and palpitations, 90 had 
episodes of pulmonary edema, with or without 
hemoptysis; 28 had had heart failure which responded 
to treatment; and 10 had recurrent congestive heart 
failure and functional insufficiency of the tricuspid 
valve. One hundred sixty were cases of pure stenosis; 
90 had other valvular disease. In 43 a predominant 
stenosis was combined with mitral insufficiency; 22 
showed predominant insufficiency, 7 aortic stenosis 
with mitral stenosis, 14 aortic insufficiency, and 4, 
tricuspid stenosis. The over-all operative mortality 
was 10.3 per cent (22 deaths), including the mortality 
in the late postoperative period. Seven of these 
patients died because of heart failure, 5 from operative 
shock, 3 from cerebral embolism, 5 from multiple 
pulmonary embolisms, 1 from rheumatic carditis, 
and 1 from empyema. Sixteen of the deaths occurred 
within 30 days after surgery, 6 within one year. 

Excellent results were obtained in 54.9 per cent 
of the cases, moderate improvement in 21.6 per cent. 
The condition was worse in 13 per cent. There was 
only one death among 60 patients operated upon since 
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January, 1957. Of 10 asymptomatic patients only 6 
had excellent results. Two developed arrhythmia and 
congestive heart failure which incapacitated them, 
and 2 developed recurrent rheumatism. One of these 
died. The authors no longer advise surgery in asympto- 
matic patients unless there is evidence of pulmonary 
hypertension. 

Of 110 cases with true and symptomatic stenosis 
65 (60 per cent) gave excellent results, 15 (13 per cent) 
moderate improvement, and in 8 (7.3 per cent) the 
condition became worse; there were 7 deaths. Fifteen 
patients in this group were lost to follow-up. In the 
third group of patients, which included mitral stenosis 
with other valvular disease, the results were excellent 
in 48 (52.5 per cent); moderate improvement was 
obtained in 20 cases (22.5 per cent); 9 (10 per cent) 
became worse. Four patients died. 

— Michael G. Seremetis, M.D. 


Emergency Commissurotomy in Intractable Pul- 
monary Edema. H. U. WEsseEt and J. R. WEBSTER, JR. 
Jj. Am. M. Ass., 1958, 168: 1214. 


ACUTE, INTRACTABLE PULMONARY EDEMA appeared in 
a patient who was being prepared for mitral com- 
missurotomy. The operation was postponed, and the 
patient died. There was reason to believe that imme- 
diate performance of the operation would have given 
the patient a chance to survive. Accordingly, in 2 
other patients with mitral stenosis in whom pulmonary 
edema developed refractory to medical treatment, the 
operation was done at once. The improvement was 
immediate, and both patients survived. Since pul- 
monary edema may set in suddenly during diagnostic 
procedures or during preparations for surgery, the 
possible need for emergency commissurotomy must 
be kept in mind, but it is better to follow the patient 
closely and to advise surgery before intractable pul- 
monary edema becomes an imminent threat. 
— Benjamin Goldman, M.D. 


ESOPHAGUS AND MEDIASTINUM 


The Lower Esophageal Ring or Groove. C. D. T. 
Mactean, Brit. 7. Radiol., 1958, 31: 472. 


THE AUTHOR describes a groove seen in the lower 
esophagus that is identical with the ampullary groove, 
which has been shown frequently by a simple tech- 
nique used for the demonstration of hiatus hernia. The 
relation of this groove to a ring appearance which may 
occur in the lower esophagus and give rise to dysphagia 
is considered. 

The appearance of lateral notches on either side of 
the barium-filled lower esophagus as an occasional 
observation is familiar to most radiologists and has 
been described as the normal ampullary groove. 
Neither their origin nor the reason for their inconstant 
demonstration has been satisfactorily explained, al- 
though it has been suggested that they occur at the 
site of attachment of the phrenoesophageal ligament. 

Examination for hiatus hernia is carried out with 
the patient prone and lying across a large bolster to 
maintain firm abdominal compression. This method 
has proved most successful in showing gastric hernia- 
tion when other methods have failed. If there is no 
hernia or esophageal reflux, the patient is asked to 
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swallow a large bolus of barium and the relaxation of 
the tonic closure of the esophagogastric junction, 
which follows the act of swallowing, may sometimes 
reveal a small hernia. It is when herniation cannot be 
produced that the ring or groove is seen most often. As 
the swallowed bolus of barium descends to the level of 
the diaphragmatic hiatus, a deep breath is taken and 
held and, as the lower esophagus dilates, the groove 
usually becomes visible and can be recorded radio- 
graphically. Failure to show it may occur in the 
presence of free esophageal reflux, the inability of the 
patient to swallow a large bolus or to sustain a full 
inspiration, and for other reasons which are not es- 
tablished. 

The author demonstrated this ring in 76 cases. 
These have been collected in the course of a few 
months from patients attending for routine barium 
meal examination. There were three males to two 
females in the series. The average age was 46 and the 
youngest patient was 17. 

The barium-distended lower end of the esophagus 
shows either lateral notches or, less commonly, a well- 
defined ring situated above the level of the diaphragm. 
The notching may be symmetrical but usually it is 
more prominent on the left side. Measurements taken 
from radiographs show the width of the groove to be 
1 to 3 mm. and the depth of its projection within the 
esophageal lumen to vary between 1 and 20 mm. 
(average 5 mm), though in half of the cases it was only 
2 to 3 mm. The groove is most obvious when the 
esophagus is distended fully, but its depth is not re- 
lated to the degree of distension. The height of the 
groove above the mid-point of the esophageal hiatus as 
delineated by the barium column constricted within, 
was 2.5 to 3.5 cm. in 90 per cent of the cases. 

Several possibilities can be advanced to explain the 
presence of the esophageal indentation. The upward 
extension of the phrenoesophageal ligament ensheathes 
the lower end of the esophagus and is attached above 
the level of the diaphragm. Some authors believe that 
this ligament is attached to the circular muscle. If so, 
its fixation within the deep muscle layer might then 
give rise to a more prominent groove. Anatomical 
narrowing of the esophagus by the circular muscle 
fibers at the insertion of the phrenoesophageal liga- 
ment has been described, and it has been observed 
that the abdominal part of the esophagus could be 
drawn up so that the cardia is at the level of the hiatus 
and the phrenoesophageal ligament is then 3 cm. 
above the diaphragm. It has been considered possible 
for the cardiac antrum to bulge through a relaxed 





hiatus when intra-abdominal pressure is raised and 
the length of the antrum has been given as 3 cm. 

Whereas a shallow notch might be explained by the 
attachment of the phrenoesophageal ligament alone 
and the distension of the esophagus with barium 
beyond its confines, it is less easy to account for a deep 
ring. The esophageal wall is only about 3 mm. thick, 
yet the projection of the ring within its lumen may be 
10 mm. or more even without any marked degree of 
esophageal distension. A search has been made by 
many persons for an esophageal sphincter and al- 
though there is much support for a physiologic closing 
mechanism, a true morphologic sphincter has not 
been generally accepted. Lerche has dissected out a 
delicate ring of muscle which he called the inferior 
esophageal sphincter and which he considers to be the 
division between the esophagus proper and a func- 
tional segment below, the gastroesophageal vestibule 
(cardiac antrum). It is into this band of muscle that 
he stated the phrenoesophageal ligament is attached. 
If these views are correct, then the ring could be due 
not only to the ligament but also to the tonus or active 
contraction of circumscribed muscle fibers. Pressure 
recordings made at different levels in the esophagus 
have suggested the presence of an intrinsic closing 
mechanism at its lower end and the experiments have 
placed it above the diaphragm. Other experimental 
evidence favored the presence of a sphincter. Most 
authorities at the present time believe that this 
sphincter is above the diaphragm and is not due to the 
**pinchcock” action of the diaphragm. 

The author concludes that the ampullary groove is 
identical in appearance with the one described here 
and far from being a relatively uncommon observation 
can, in fact, be demonstrated in a high proportion of 
patients referred for barium meal examination. The 
upward extension of the phrenoesophageal ligament 
is probably attached at this level and there may be a 
ring of muscle which acts as a sphincter. The groove 
separates the phrenic ampulla from the cardiac 
antrum. The cardiac antrum is the segment of the 
gullet within the esophageal hiatus of the diaphragm 
and it is likely that raising the intra-abdominal 
pressure displaces it upwards to a level determined by 
the stretch of the elastic phrenoesophageal ligament. 

The establishment of a definite anatomical land- 
mark at the lower end of the esophagus may be of 
some value in showing the spatial relationship of the 
gastroesophageal segment to the diaphragm, and in 
this way may help in the diagnosis of some doubtful 
cases of hiatus hernia. —Donald M. Clough, M.D. 
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SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Peritoneal Carcinomatosis (Cenni riassuntivi sulla nos- 
tra casistica di carcinosi peritoneali). R. Scortr Douc- 
Las and A, PALMARINI. Arch. chir. orthop. med., 1958, 
233 137. 


THE AUTHORS report on 43 cases of peritoneal car- 
cinomatosis. Many of these patients were referred to 
the Santa Corona Clinic in Savona with a diagnosis 
of peritoneal tuberculosis. This occurred especially in 
the first cases, which date back to 1937. 

Of the 43 cases reported 13 were due to carcinoma 
in various organs other than the ovaries including the 
cecum, the stomach, the mammary gland, the uterus, 
the pancreas, and the kidney. The remaining 30 cases 
were secondary to malignant tumors of the ovary. 
The authors also report on 7 cases of Meigs’ syndrome 
without peritoneal involvement. 

The authors stress early diagnosis so that curative 
therapy rather than palliative treatment may be in- 
stituted. Careful observation of the sick patient, sys- 
tematic examination of the genital organs, and palpa- 
tion of the abdomen after paracentesis will facilitate 
early diagnosis. In case of doubt abdominal explora- 
tion should be carried out early. It is better to per- 
form an operation which may not be necessary 
(tuberculous peritonitis) than to procrastinate or even 
fail to operate upon a patient with an ovarian tumor. 

—Lucian F. Fronduti, M.D. 


Primary Fibrosarcoma of the Greater Omentum. 
(Text in Greek). E. Harzrmmmanouit. Helliniki 
Tatriki, 1957, 26B: 857. 


PRIMARY SARCOMA of the greater omentum is ex- 
tremely rare. Only 92 cases had been reported in the 
world literature up to 1950. These tumors are very 
vascular and friable. They metastasize usually via the 
blood stream to the lungs, liver, and skeleton. They 
also attain large size locally. Microscopically the most 
frequent type is the spindle-cell variety and the most 
malignant is the round cell one. Symptoms may be 
completely absent. Palpation of the abdomen, how- 
ever, discloses the presence of a large tumor mass. 
Ascites with hemorrhagic fluid is also usual. The dif- 
ferential diagnosis is difficult preoperatively. The 
treatment of choice is radical resection followed by 
roentgen treatment. The results are disappointing 
with recurrences appearing a few months after resec- 
tion. 

The author presents his own case from the Bos- 
tanion Hospital on the island of Lesbos, Greece. The 
patient was a 71 year old female who entered the hos- 
pital because of abdominal swelling, which had de- 
veloped rapidly. Her past history included subtotal 
hysterectomy for fibroids 7 years prior to admission. 
Physical examination on admission revealed a tre- 
mendously protuberant abdomen with a huge tumor 
mass occupying all the space from the xiphoid proc- 
ess to the symphysis pubis. The tumor was of varying 
consistency, soft in some areas and hard in others. The 
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liver, spleen, and other organs could not be palpated. 
With the preoperative diagnosis of ovarian tumor, ex- 
ploratory laparotomy was performed and a huge, 
whitish soft tumor which was loosely adherent to the 
surrounding bowel was found. The tumor weighed 
5.5 kgm. and measured 55 by 27 by 18 cm. On section 
large cystic areas were found and microscopically 
there were bundles of spindle-cells with a moderate 
number of mitotic figures and various degrees of de- 
generative changes. Postoperatively the patient re- 
ceived roentgen treatment and she was well for about 
16 months. Extensive liver metastases then developed 
and she died 19 months after the operation. 
— Michael G. Seremetis, M.D. 


GASTROINTESTINAL TRACT 


Gastric Diverticula, with Special Reference to Sub- 
jective Manifestations. Eppy D. PAtmer. Gastro- 
enterology, 1958, 35: 406. 


GASTRIC DIVERTICULA are uncommon and are usually 
diagnosed unexpectedly as a result of roentgen 
examination of the stomach. The classic diverticulum 
is one which arises high in the stomach’s posterior 
wall close to the lesser curvature near the cardia. 
The present report consists of 20 personally observed 
instances of such gastric diverticula. Eighteen were 
discovered by upper gastrointestinal tract roentgen 
studies and 2 by gastroscopy. Fourteen patients 
were considered to have symptoms which could be 
ascribed to the diverticulum although such ab- 
normalities in the past have not been given clinical 
importance. The author believes that there is a 
delay, probably for several years, between the de- 
velopment of the diverticulum and the onset of symp- 
toms and believes that these symptoms are due to 
general gastrointestinal dyskinesia with distention of 
the diverticula serving as a triggering source of 
irritation. 

Symptoms usually were periodic in development 
and recurrent on a daily basis. The aggravating 
factor was always a meal and the immediate post- 
prandial period was the most distressing. There was 
usually complete or comparative relief during hunger 
periods. Intolerance to large meals was present in 
5 instances whereas in the remainder small meals 
were as likely to be followed by distress as large ones. 
Deep breathing occasionally aggravated the discom- 
fort. The important specific symptom was some vari- 
ety of high abdominal pain, usually described as a 
pressure sensation high in the midline under the ribs. 

Surgical amputation of the diverticulum was 
performed in 6 instances. In the others the severity 
of symptoms did not warrant operation and no active 
treatment for these patients could be instituted. 
The follow-up period for the 6 surgically managed 
patients ranged from 4 months to 6 years. The 
results were considered to be excellent, with clearing 
of all symptoms in 4 cases. Two patients gained more 
than 15 pounds, probably due to the disappearance 
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of the fear of eating. The author believes that some 
congenital defect is responsible for the ultimal de- 
velopment of the diverticulum. 


—Allan D. Callow, M.D. 


Results of Three Methods of Therapy for Massive 
Gastroduodenal Hemorrhage. Kart E. Kartson, 
Irvine F, Enguist, CLARENCE Dennis, and SIDNEY 
Frerst. Ann. Surg., 1958, 148: 594. 


A DETAILED sTuDY is presented comparing three 
established methods of management of massive upper 
gastrointestinal hemorrhage. All of the patients in- 
cluded in the survey were selected according to the 
criteria of J. D. Stewart and had an acute bleeding 
episode within 7 days of admission to the hospital 
and had bled sufficiently to reduce their total cir- 
culating red blood cell mass to less than 60 per cent 
of normal or their red cell count to less than 2.5 
million per cu. mm. 

The three types of therapy selected for study 
included (1) nonoperative regimen, (2) immediately 
operative regimen, and (3) selectively operative 
regimen. The nonoperative regimen used was that of 
Andresen, based on the concept that hypovolemia 
and hypotension prevent the clot from being dis- 
lodged from the bleeding vessel, that a quiet stomach 
assists in keeping the clot in place, and that low 
gastric acidity prevents the clot from being digested. 
Under the immediately operative regimen the pa- 
tient was immediately transfused and taken to the 
operating room as soon as the blood pressure and 
pulse were normal or it was determined that further 
improvement could not reasonably be expected to 
occur preoperatively. ‘The selectively operative regi- 
men was based upon the concept that certain patients 
are more likely to die of hemorrhage than others. 
All patients over 50 years of age and all patients 
who showed clinical evidence of arteriosclerosis were 
operated upon as soon as it was possible to transfuse 
them and to restore their blood pressure and pulse 
to near normal levels. Also, patients with a history 
of previous massive upper gastrointestinal hemorrhage 
were operated upon at once because of the increased 
risk of repeated massive hemorrhage. Similarly, those 
less than 50 years of age, those without arteriosclero- 
sis, and those without history of previous hemorrhage 
were operated upon if a predetermined amount of 
blood transfusion did not restore the blood pressure 
and pulse to normal and sustain them. 

The authors believed that designation of the type 
of therapy to be provided to any individual patient 
in the study had to be truly random to achieve 
statistically sound conclusions. The type of therapy 
was determined on the basis of the last two digits of 
the hospital number. If the last two digits, as a single 
number, when divided by three: (a) came out even, 
the nonoperative regimen was used, (b) came out 
with one left over, the immediately operative regimen 
was used, and (c) came out with two left over, the 
selectively operative regimen was used. 

A total of 130 patients came under study and of 
58 patients in the nonoperative group, 8 died (a 
mortality rate of 14 per cent). In the immediate 
operative group, there were 37 patients with 5 
deaths (a mortality rate of 14 per cent). In the selec- 


tive operative group of 35 patients, 5 died with a 
mortality rate also of 14 per cent. In an attempt to 
evaluate the risk of the treatment methods as fairly 
as possible, mortality rates in the three groups were 
calculated with consideration of all patients with 
acute hemorrhage, a total circulating red blood cell 
mass less than 60 per cent of normal, no liver disease, 
and no previous gastric operation. The majority 
of patients in the nonoperative therapy group died 
of exsanguination while the majority of those in the 
operative groups died of postoperative complications, 
Obviously, the patients who were treated nonopera- 
tively may very likely be subjected to the same risk 
again from repeated hemorrhage. The patients who 
had gastrectomy would appear less likely to ex- 
perience this risk thereafter. In all cases, the opera- 
tion employed was the 75 per cent subtotal resection 
with a short loop Hofmeister-Polya retrocolic gastro- 
jejunostomy. 

The experience of the authors also indicates that 
the selection of patients for therapy of massive 
bleeding on the basis of a loss of 40 per cent of the 
calculated normal total circulating red cell mass is an 
extremely useful one. No patient in the series who had 
lost less than 40 per cent of the normal total circulat- 
ing red blood cell mass died of gastroduodenal bleed- 
ing. — James H. Holman, M.D. 


An Appraisal of the Treatment of Gastric Ulcer, 
CriaupE E, WELCH and Joun F. Burke. Surgery, 1958, 
44: 943, 


THE AUTHORS secured data on 367 patients seen in the 
Massachusetts General Hospital during the years 
1952 through 1957 in whom the diagnosis of benign 
gastric ulcer was made. Of the 367 patients, 221 (60 
per cent) had an operative procedure; the diagnosis 
of benign gastric ulcer was confirmed in 205 but in 
16 patients gastric cancer was found. Of 146 patients 
who were not operated upon, 6 died and 2 were found 
at autopsy to have cancer of the stomach. Of all pre- 
operative studies available, the radiologic examination 
proved to be the most reliable. The authors disagree 
with the opinion that all patients with gastric ulcers 
should be subjected to surgery because of the danger 
of cancer. They state that, in their hospital, if 100 pa- 
tients with supposed benign ulcer were subjected to 
operation, between 5 and 10 would be found to have 
cancer. At the end of 5 years considering an operative 
mortality of 3 per cent and a 5 year survival rate of 50 
per cent for the ulcer-cancer group, 92 to 95 patients 
would be alive, of whom 3 or 4 would develop recur- 
rent ulcer or have severe postgastrectomy symptoms. 
On the other hand if all patients with benign disease 
could be treated successfully by medical measures and 
none were operated upon, at the end of 5 years all 
patients with cancer would be dead but 90 to 95 
would still be alive. Therefore, while the inability to 
differentiate gastric ulcer and cancer is a rather 
tenuous indication for surgery in all cases of supposed 
benign gastric ulcer, there are numerous other indica- 
tions that are even more cogent to support the validity 
of surgical therapy. 

The indications for early operation include a long 
ulcer history, recurrent ulceration, an episode of severe 
hemorrhage, obstruction or perforation, a large ulcer, 
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ulceration in an achlorhydric stomach, or a positive 
cytologic smear in the presence of a gastric ulcer. At 
least half of the patients with gastric ulcer should be 
subjected to surgery on these indications without de- 
lay. The other patients may be handled in a conserva- 
tive fashion if the patient and physician accept full 
responsibility for complete cooperation and accurate 
follow-up studies. Repeated radiologic examinations 
are necessary to assure complete healing and the ab- 
sence of recurrent ulceration. 

For ulcers in the distal stomach, partial gastrectomy 
with a wide margin above the lesion is preferred and 
this was carried out in 133 cases. For high ulcers distal 
gastrectomy with a narrow margin above the lesion 
was used in 76 cases when the ulcer appeared benign. 
In the group of 209 patients with a distal partial gas- 
trectomy, a Billroth II reconstruction was performed 
in 174 and a Billroth I reconstruction in 35. For 
juxtaesophageal ulcers a proximal partial gastrectomy 
is preferred and was done in 4 patients. This operation 
should be combined with a pyloroplasty or gastro- 
enterostomy since the concomitant bilateral vagotomy 
may lead to gastric stasis and to recurrent gastric ulcer. 
Total gastrectomy is rarely necessary and was done 
on only 1 patient. Ulcers at the cardia may also be 
treated by the Madlener procedure in which the ulcer 
is left in place and a distal gastric resection is per- 
formed. However, the authors did not treat any pa- 
tient in this series in that manner. Total gastrectomy 
is poorly tolerated by patients with benign disease, 
about one-third of them may be expected to have 
severe limitations postoperatively and some incapaci- 
tating degree of gastric crippling. 

The justification for surgical therapy for gastric 
ulcer resides in the fact that only 20 to 30 per cent of 
the patients with benign ulcers do well on medical 
therapy and that between 5 and 10 per cent of ap- 
parently benign ulcers are actually cancer. (On the 
other hand, after gastric resection approximately 85 
per cent of the patients have good results, compared 
with 6 per cent who had poor results.) 

Gastric cancer which mimics ulcer is a type that is 
particularly favorable with regard to treatment, and 
in the period from 1947 to 1953, 5 of 10 patients with 
ulcer-cancer survived 5 years. In conclusion, the 
authors recommend a cancer operation when the 
ulcer lies distal to the angulus, but when the ulcer is 
higher, the margin of normal stomach proximal to the 
ulcer may be less and the danger of cancer is counter- 
balanced by the undesirability of very high or total 
gastrectomy. —Gilbert S. Campbell, M.D. 


ae Term Results in Surgical Treatment of Peptic 
Ulcer. Epwarp C. PALLETTE and Rosert W. Har- 
RINGTON. J. Am. M. Ass., 1958, 168: 20. 


A 10 YEAR FOLLOW-UP sTuDY was done of 519 patients 
with peptic ulcer who were treated by a variety of 
surgical methods in a private general hospital of 
250 beds. Seventeen surgeons performed the opera- 
tions. The long term results obtained by orthodox 
gastric resection; vagotomy; gastrojejunostomy, va- 
gotomy, and pyloroplasty; and vagotomy and con- 
servative gastric resection were compared. Stomal 
ulcer occurred with equal frequency after gastrectomy 
for both gastric and duodenal ulcers. 
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On the basis of the material presented in this study, 
the authors conclude that the surgical procedure 
which offers the patient with peptic ulcer the best 
chance for a long term “cure” is gastric resection 
with vagotomy. — John F. Maloney, M.D. 


Myosarcomas of the Stomach. (Text in Greek). AL 
Manos. Acta chir. hellen., 1958, 5: 665. 


LaRGE STATIsTIcs show that sarcomas of the stomach 
are mainly derived from the lymphomas and that 
myosarcomas are the second most frequent under- 
lying lesion. It is important to differentiate between a 
malignant lymphoma (lymphosarcoma) and a myo- 
sarcoma because the former are sensitive to x-ray 
therapy, while the latter have a better prognosis, ex- 
panding locally rather than by infiltration and metas- 
tasizing late. So myosarcomas are operable for a long 
time despite the large size they may attain. 

An increasing number of myosarcomas are being 
reported at the present time. While there were only 49 
cases reported from 1863, when Virchow diagnosed 
the first case, until 1930, the number of cases went up 
to 55 for the 10 years from 1931 to 1940, and has been 
steadily increasing since. There were 40 cases alone 
at the Mayo Clinic from 1907 to 1950. The author 
reports 9 cases of myosarcomas of the stomach in a 
total of 256 cases of gastric tumors, operated upon at 
the Second Surgical Unit of the Evangelismos Hos- 
pital in Athens, Greece. 

Myosarcomas usually derive from the muscular 
coat of the stomach with exogastric subserosal expan- 
sion, but they do not interfere with the lumen of the 
stomach. Fewer myosarcomas derive from muscular 
elements of the mucosa with intraluminal submucosal 
expansion. In many cases there is extension of the 
tumor in both directions. There are frequently degen- 
erative changes within the tumor because of an inade- 
quate blood supply through the relatively small pedicle 
which is disproportionate to the size of the tumor. 
Few tumors become totally cystic. The exogastric type 
is usually much larger than the endogastric. The 
histologic diagnosis of these tumors is sometimes diffi- 
cult, but the most important criterion of sarcoma is 
the number of mitoses. Occasionally myosarcomas 
are confused with neurilemmomas. 

Of 9 patients whom the author operated upon there 
were 2 with endogastric and 7 with exogastric ex- 
tension. All of the tumors were found to be resectable. 
Four of the patients underwent partial gastric resec- 
tion (midportion), one underwent total gastrectomy 
and splenectomy with esophagoduodenostomy, 2 un- 
derwent subtotal gastrectomy, one midgastrectomy 
and splenectomy, and one, with a cardiac lesion, 
underwent esophagogastrectomy. Three of these pa- 
tients died of metastases 1, 1.5, and 2 years following 
resection, one died 3 years later of cirrhosis of the 
liver, and 3 are living and well 3.5 and 6.5 years after 
resection. The remaining 2 patients were operated 
upon very recently. —Michael G. Seremetis, M.D. 


Major Gastrointestinal Complications of Corticoster- 
oid Therapy (Les grands accidents digestifs de 
Vhormonothérapie corticosurrénale). Fr. Sicurer, 
Cri. BetournE, and R. SLaAMA. Acta gastroenter. belg., 
1958, 21: 576. 


THE AuTuors have reviewed the literature relating to 
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gastrointestinal complications of corticosteroid therapy 
and have studied: (1) differentiation between the 
complications of corticosteroid therapy and those of 
hemorrhagic ulcerative colitis, (2) the nature of 
complications observed in latent, subacute, and acute 
ulcerative colitis at the time of hormonal therapy, (3) 
the role of corticosteroids in causing gastrointestinal 
complications, (4) the anatomic lesions underlying 
such complications, (5) the mechanism of action of 
corticosteroids in producing gastrointestinal complica- 
tions, and (6) the practical, clinical applications of 
this analysis. 

Distinction between the digestive complications 
(hemorrhage, perforation, peritonitis) of corticosteroid 
therapy and those of hemorrhagic ulcerative colitis 
is not clearly possible, the authors state, because of 
the difficulties encountered in evaluating the course of 
the disease. 

The statistics in different collected series vary 
enormously. It is necessary, therefore, to examine the 
circumstances which preceded the onset of the com- 
plications, as well as their clinical and radiologic 
interpretations. 

Certain individuals who are receiving steroid ther- 
apy are known to have a history of peptic ulcer without 
activity or with freedom from symptoms for a sufficient 
period of time to be considered as cured. Still other 
patients have dyspepsia without demonstrable disease. 
Finally there is that group of patients with no history 
whatever of peptic disease. Irrespective of which of 
these four categories is encountered, it is known that 
digestive complications in certain patients begin to 
appear between the seventh and fourteenth days of 
corticoid therapy and between the twelfth and 
sixteenth days of cortisone therapy. 

The clinical syndromes are atypical epigastric dis- 
tress with pain, typical peptic ulcer, hemorrhage, and 
perforation. Epigastric distress is frequently a warning 
signal for these other complications. Perforation and 
peritonitis are frequently masked under the influence 
of corticosteroid administration. Radiologically, duo- 
denal, gastric, or multiple superficial ulcerations may 
be encountered. 

There is a higher incidence of gastroduodenal ul- 
ceration associated with delta-cortisone than with 
ACTH or with cortisone. The types of ulcer, sche- 
matically, are: hemorrhagic and infarcted foci, which 
are superficial and do not involve the muscularis 
mucosa; ulcer without surrounding edema and in- 
duration; and true ulcer. Each of these types can be 
reproduced experimentally in white rats by large 
doses of steroids. 

The mechanism of action of the corticosteroids that 
is responsible for the development of gastrointestinal 
complications is unknown. Excessive secretion of 
pepsin, the reduced production of mucin, and mucosal 
atrophy have been implicated. 

The authors conclude that the frequency and 
severity of gastrointestinal complications are suffi- 
ciently great to justify the statement that adrenal 
corticosteroid therapy should be restricted to clinical 
conditions for which these hormones are indispensa- 
ble, and to those patients in whom radiologic studies 
have first ruled out the presence of peptic ulcer. 

— Edwin J. Pulaski, M.D. 


Malrotation of the Midgut in Infancy and Childhood, 
WituiaM B. KiksEWETTER and JoHNn W. Smitu. Arch, 
Surg., 1958, 77: 483. 

Matroration of the colon should be more correctly 
referred to as malrotation of the midgut. The midgut 
refers to that portion of the intestinal tract that is 
supplied by the superior mesenteric artery, thus it 
begins at the second portion of the duodenum and 
extends to a point in the midtransverse colon. 

Embryologically the development of the midgut 
may be divided into three stages, each with its asso- 
ciated anomalies and clinical problems: 

Stage I: development up to the tenth week. The 
midgut is in the umbilical cord, and 180 degrees of 
counterclockwise rotation occur in this stage. Failure 
of the rotational process to go beyond the first stage 
with retention of the midgut in the umbilical stalk 
results in omphalocele. 

Stage II: at 10 to 11 weeks the midgut retracts into 
the abdominal cavity. The proximal coils of jejunum 
pass from left to right behind the superior mesenteric 
artery. The lower small intestine and cecum rotate 
180 degrees from the left lower quadrant to the right 
upper quadrant. Anomalies consist of: 

1. Nonrotation, the duodenum descending along 
the right side of the abdomen, and the colon remain- 
ing on the left. 

2. Duodenal obstruction, either from attachment 
of an incompletely rotated cecum to the duodenum, 
or from volvulus made possible by failure of attach- 
ment of the mesentery. 

3. Internal hernia from coils of intestine trapped by 
fixation of the midgut anywhere along its rotational 
course. 

4. Reverse rotation, with the colon behind the 
superior mesenteric artery and the duodenum in front 
of it. 

Stage III: from the twelfth week until birth the 
cecum gradually descends into the right lower quad- 
rant. Anomalies of this stage are a subhepatic cecum, 
a retrocecal appendix, and finally a mobile cecum 
that can result in volvulus of the cecum. 

Not all malrotations are symptomatic. About 80 
per cent of the symptomatic cases are manifest during 
the first 30 days of life. Vomiting is the usual present- 
ing complaint. There is no association with prema- 
turity. Associated anomalies are common, and those 
of statistical significance are found to be volvulus of 
the midgut, duodenal stenosis, diaphragmatic hernia, 
and internal hernia. 

Diagnosis is based on the age of the patient, and the 
history of vomiting. Some patients have passed blood 
per rectum indicating a volvulus. Older children com- 
plain of chronic abdominal pain, which is associated 
with nausea and vomiting. Roentgenography is al- 
most always necessary to establish the diagnosis of the 
condition. An upper gastrointestinal series is in this 
respect equally, if not more, important than a barium 
enema. 

The differential diagnosis includes pyloric stenosis, 
duodenal atresia, duodenal stenosis, duplication, an- 
nular pancreas, intracranial lesions, paralytic ileus, 
meconium ileus, and megacolon. 

Volvulus followed by gangrene of the intestine is 
the chief danger of the condition. 
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The treatment is surgical. Preoperative attention 
must be given to hydration and electrolyte balance. 
Exploration must be directed toward: (1) searching 
for volvulus and reducing or resecting it, (2) releasing 
peritoneal bands of attachment if the colon is mal- 
positioned, and (3) complete examination of the duo- 
denum with release of any bands that are kinking it. 
Incomplete operation is an invitation to complica- 
tions, morbidity, mortality, and reoperation. 

The mortality rate in uncomplicated cases ranges 
from 10 per cent to 22 per cent in the series reported. 

—Carl H. Calman, M.D. 


Management of Patients with Massive Resection of 
the Small Intestine with Special Reference to the 
Use of Steroid Hormones. EpGAR KocGan, ADOLFO 
ScHaApirRA, HENRY JANOwiITz, and Davip ADLERSBERG. 
Am. F. Digest. Dis., 1958, 3: 844. 


EXTENSIVE RESECTIONS of the intestines are associated 
with anorexia, diarrhea, and steatorrhea. In addition, 
there may be a great deal of weight loss and occasion- 
ally diminished concentration of calcium with subse- 
quent clinical tetany. Vitamin K absorption may be 
impaired and hypoprothrombinemia with subsequent 
hemorrhage may present a serious complication. 
Hypoproteinemia may reach a degree where clinical 
edema is present. There may also be evidence of 
deficiency of almost any of the vitamins. The aim of 
treatment is to provide adequate nutritional sub- 
stances to compensate for the shortened small intes- 
tine. A low residue bland diet which is easily digested 
and absorbed and at the same time attractive to the 
patient should be administered. It must be high in 
carbohydrates, moderately high in protein, and very 
low in fat. Small frequent feedings are often better 
tolerated than large meals. Patients in this group do 
not appear to do as well on pureed foods as they do 
on whole foods. 

In the early postoperative period it is necessary to 
correct fluid and electrolyte deficits and to add vita- 
mins and minerals to the intravenous therapy. As soon 
as the patient is taking an oral diet supplementary 
polyvitamin mixtures should be added. In some pa- 
tients it is necessary to supplement the oral intake 
with serum albumin administered intravenously until 
the protein concentration has reached normal levels. 
The addition of serum albumin often will also help 
to combat the low serum calcium and to prevent 
clinical tetany. 

It may be necessary to administer opiates, kaolin 
preparations, aluminum hydroxide, or other anti- 
diarrheal agents in order to slow down the transit time 
of ingested food to prevent diarrhea. 

It has previously been shown that the administra- 
tion of adrenocortical hormones improved the in- 
testinal absorption of fat and fat soluble vitamins. 
For this reason 3 patients in this series who had 
undergone massive small bowel resection and in 
whom conventional therapy had failed, were placed 
on adrenocortical hormones. 

In those patients in whom the judicious selection 
of diet and drugs to supplement the diet fails to 
compensate for the absorptive defects created by the 
surgical procedure, it may be advisable to add 
adrenal steroid therapy. The role of the cortico- 
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steroid therapy is unproved as yet, however, it ap- 
peared to be successful in the management of 3 of the 
patients in this study. While the underlying mecha- 
nism is unknown, there is no doubt that the patients 
are benefited as shown by their sense of well-being, 
cheerful mental outlook, and enormously increased 
appetite. This drug may give hope to those patients 
who have failed to respond to the standard measures 
of therapy following ‘extensive resection of the small 
intestine. 

Both cortisone and prednisone were used in these 
studies but in Case 1 the cortisone had to be discon- 
tinued because of a disordered sensorium. Fewer side 
effects have been noted with prednisone and this 
would appear to be the drug of choice. 

— John H. Davis, M.D. 


Sarcoidosis of the Small Intestine: Its Relation to 
Crohn’s Regional Ileitis (Sarcoidose de l’intestin 
gréle: ses rapports avec liléite régionale de Crohn). 
M. Janpon and L. Bertranp. Presse méd., 1958, 
66: 1491. 


THE AUTHORS present a case of progressive occlusion of 
the small intestine observed in a patient who was under 
treatment for miliary tuberculosis. No evidence of 
cavitation was present nor could acid-fast bacilli be 
found in the sputum or gastric washings. Tuberculin 
tests were negative. The area of occlusion could be 
visualized roentgenographically. 

The patient responded well to antituberculous ther- 
apy and subsequently underwent a laparotomy. About 
20 areas of thickening of the wall of the ileum were 
found. No ulceration was present nor were the mes- 
enteric lymph nodes enlarged. Fifteen centimeters of 
terminal ileum were resected. Microscopic examina- 
tion of the specimen revealed the typical picture of 
sarcoidosis. 

Postoperatively the patient was treated with adreno- 
cortical steroids and eventually recovered. Her course 
was marked by bouts characteristic of obstruction, but 
the patient has been followed up for 4 years and has 
continued to do well. 

The authors then discuss the diagnostic aspects of 
intestinal sarcoidosis and note its rare occurrence. 
They agree with the majority of workers that the dis- 
ease is distinct from Crohn’s disease. 

—Jj. C. Rosenberg, M.D. 


Duodenal Invasion by Gastric Cancer (Sulla diffu- 
sione duodenale del cancro gastrico). U. Fixippino 
BattisTE.ui and R. Damian. Arch ital. mal. app. diger., 
1958, 24: 323. 


THE PoOssIBILITY of direct invasion of the duodenum 
by a gastric carcinoma has been wel! documented and 
confirmed by many studies in the literature. 

The authors deal primarily with the controversial 
problem of the frequency of duodenal invasion and 
the manner of spread of the tumor from the gastric 
site. 

The opinions on the most common route followed 
by a gastric carcinoma in invading the duodenum are 
divided into two main schools of thought. One be- 
lieves that the invasion occurs primarily by direct 
extension along the lymphatics of the mucosal and 
submucosal layers, while the other school favors an 
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invasion by way of the lymphatics of the muscularis 
and subserosal layer. 

A review of the literature shows that the extent of 
duodenal invasion by a gastric carcinoma is limited 
in most cases to less than 1.0 cm., in several cases to 
1.0 to 2.0 cm., and in very exceptional cases to more 
than 2.0 cm. 

The authors studied 32 cases of gastric carcinoma 
localized in the pyloric region and the antrum. In all 
of these cases the line of resection extended at least 1 
cm. beyond the pyloric ring. The specimens were sec- 
tioned longitudinally to include the distal part of the 
tumor, the pylorus, and the entire segment of duo- 
denum resected. 

On macroscopic examination none of the specimens 
showed extension of the tumor beyond the pylorus, 
but on microscopic examination there was definite 
evidence of duodenal invasion in 7 cases (21.8 per 
cent). The duodenal extension of the tumor ranged 
from 0.4 to 1.1 cm. and occurred primarily along the 
mucosal and submucosal layers (5 of 7 cases). The 
observation of recurrence of carcinoma in the duo- 
denal stump after gastric resection is exceptional in 
spite of relatively frequent microscopic invasion from 
the stomach. —Franco F. Sangalli, M.D. 


Treatment of Ulcerative Colitis with ACTH, Corti- 
sone and Its Derivatives (Le traitement de la colite 
ulcéreuse par PACTH, la cortisone et ses dérivés). 
J. J. Hoer, Jr., G. Bocpanowicz, C. Dive, P. L. 
Hoer, and N. Timmermans. Acta gastroenter. belg., 
1958, 21: 548. 


THE AUTHORS present a review of the pertinent litera- 
ture (68 references) and summarize the cases of 25 
personally treated patients with ulcerative colitis. 
The review encompasses (1) the dosage forms of 
corticosteroids for systemic therapy, (2) the topical 
application of hydrocortisone via saline retention 
enemas, (3) the general ‘complications of hormonal 
therapy, and (4) an analysis of the results obtained. 
This over-all analysis led to the following conclusions: 

1. Corticosteroid therapy is a useful adjunct in the 
management of ulcerative colitis. It does not replace 
anti-infection and symptomatic therapy but rather 
supplements both. 

2. Hormonal therapy affords the patient subjective 
relief, especially if given in the early, acute phase of 
the disease. Prolonged therapy (6 weeks or more) is 
also often beneficial and in some cases is associated 
with radiographic and sigmoidoscopic evidence of 
regression of disease. Again, objective evidence of 
improvement is most often associated with treatment 
during the first attack. 

3. In relapses the beneficial effects of steroid therapy 
are less striking. Steroid therapy is of value in pre- 
operative preparation of the patient. 

4. ACTH appears to act best at the beginning of 
steroid therapy whereas hydrocortisone seems best for 
maintenance therapy. 

5. Relapses occurring shortly after cessation of 
hormonal therapy are not infrequent, are severe, and 
are sometimes lethal. The resumption of steroid 
therapy may be imperative. 

6. Complications (perforation, superinfection, hem- 
orrhage, psychic disturbances, electrolyte imbalance) 


inherent to steroid therapy are not uncommon and 
their frequency is partly related to duration of therapy. 
7. Solutions of hydrocortisone succinate as retention 
enemas may be used as adjunctive treatment in 
moderately severe cases. Additional observations are 
necessary before definitive recommendations can be 
made regarding the indications for and the efficacy 
of this form of therapy. The complications of this 
form of steroid therapy are not yet clearly defined. 
— Edwin 7. Pulaski, M.D. 


Indications for Division of the Inferior Mesenteric 
Artery and for Ligation of the Hypogastric Arteries 
in Radical Surgery of Tumors of the Rectosigmoid 
(Indicazioni alla sezione dell’arterie mesenterica infe- 
riore e alla legatura delle arterie ipogastriche nella 
chirurgia radicale dei tumori rettosigmoidei). Luic1 
IMPERATI. Arch. ital. chir., 1958, 83: 453. 


SINCE THE YEAR 1950, 100 tumors of the rectosigmoid 
were radically operated upon on the service of Pietro 
Valdoni at the Institute for Pathologic Surgery of the 
University of Rome. The results of section of the in- 
ferior mesenteric artery and of ligation of the hypo- 
gastric arteries are evaluated. In 56 patients the in- 
ferior mesenteric artery was sectioned at its origin; 
in 58 ligation of the hypogastric artery was carried 
out, nearly always bilaterally. 

The operations in the former group consisted of 13 
abdominoperineal amputations (operation of Miles) 
with no operative deaths, 4 resections with colostomy 
(operation of Hartmann) with no operative deaths, 
and 39 anterior and abdominotransanal or “pull- 
through” resections with 6 operative deaths. For the 
latter group the respective figures were 32 with 2 
deaths, 9 with 1 death, and 17 with 4 deaths. 

Section of the interior mesenteric artery is indicated 
in the radical treatment of all tumors located in seg- 
ments of the intestine such as the sigmoid and rectum 
with circulation that is tributary to this artery. 

Ligation of the hypogastric arteries is indicated in 
excision of tumors of the inferior rectum and anal 
canal and in cases in which an abdominoperineal am- 
putation is combined with a colpohysterectomy. 

Section of the inferior mesenteric artery and liga- 
tion of the hypogastric arteries have permitted a more 
radical attack on these conditions, and so improved 
the prognosis. The procedures have not appeared to 
be responsible for the number or gravity of surgical 
complications. 

The high mortality following the pull-through 
operation does not mean, in the author’s opinion, that 
it should be abandoned, but that great care should be 
exercised not to injure the remaining blood supply to 
the bowel, notably the paracolonic arterial arches 
(arch of Riolan) and the artery to the left angle of the 
colon (arteria colica media accessoria, artery of 
Riolan). —John W. Brennan, M.D. 


LIVER, GALLBLADDER, PANCREAS, AND 

SPLEEN 

Serum-Transaminase/Alkaline-Phosphatase Ratio in 
Differential Diagnosis of Jaundice. A. L. LaTNER 
and A. J. Smirn. Lancet, Lond., 1958, 2: 915. 


IT HAS BEEN WELL DEMONSTRATED that serum trans- 
aminase enzymes are sensitive indices to liver disease 
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with cellular necrosis. It has also long been known 
that the level of serum alkaline-phosphatase tends to 
rise in liver disease associated with jaundice, espe- 
cially that due to extrahepatic obstruction. It there- 
fore seemed likely that the transaminase/alkaline- 
phosphatase ratio might help in the diagnosis of jaun- 
dice, for in hepatocellular disease the ratio would be 
expected to be considerably higher than in extra- 
hepatic obstruction. The usefulness of adding the 
serum thymol reaction to the serum alkaline-phos- 
phatase test has also been recognized, and the latter 
test was therefore performed to see whether or not 
it would be of value in the cases in which the trans- 
aminase/alkaline-phosphatase ratio was of no help. 
One hundred six jaundiced patients, hospitalized over 
the period of one year, were studied. The diagnosis 
was confirmed in all by liver biopsy, laparotomies, 
subsequent clinical history, or autopsy. All cases of 
hemolytic jaundice were excluded. The group in- 
cluded 50 cases of jaundice due to hepatocellular 
disease and 56 cases of jaundice with extrahepatic 
obstruction. 

The ratio of the serum alkaline-phosphatase level 
to the serum transaminase level in all of these pa- 
tients was essentially similar to that which had been 
previously published. All but one of the patients 
with a serum alkaline-phosphatase level above 30 
units had extrahepatic jaundice. On the other hand, 
there were many patients with levels below this 
value. The serum transaminase levels tended to be 
higher in hepatocellular disorders, in striking con- 
trast to the alkaline-phosphatase levels. However, 
there was a marked overlap of patients when the 
results of both of these tests were compared. 

The transaminase /alkaline-phosphatase ratios show 
that the differences between patients with extra- 
hepatic obstruction and those with hepatocellular 
disease are now very much more evident (Fig. 1). 
Nearly three-fourths of the patients with hepato- 
cellular disease had a ratio of 7 or above, and only 4 
with extrahepatic obstruction had similar ratios. 
More than half of the extrahepatic group had ratios 
of 3 or below, but in no single patient with hepato- 
cellular disease was a similarly low ratio found. 

When the ratio is between 3 and 7, no diagnostic 
help can be expected. Patients in this group were 
further analyzed by considering the thymol responses 
in relation to the serum alkaline-phosphatase levels. 
With a negative thymol reaction, patients with extra- 
hepatic jaundice tend to have an alkaline-phosphatase 
of 18 units or above, and in those with hepatocellular 
jaundice it tended to fall at 12 units or below. The 
thymol response was determined in the cases remain- 
ing equivocal after consideration of the transaminase/ 
alkaline-phosphatase ratio. As expected, all the cases 
giving a positive serum thymol reaction were hepato- 
cellular in origin. Of the cases with a negative 
thymol reaction, those with serum alkaline-phospha- 
tase levels above 18 units were due to extrahepatic 
obstruction. There were 8 thymol-negative cases with 
phosphatase levels of 12 units or below, and of these 6 
were hepatocellular in origin and 2 were due to 
extrahepatic causes. On the other hand, there were 
still 9 thymol-negative cases with alkaline-phospha- 
tase levels between 12 and 18 units in which a definite 
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Hepatocellular Extrahepatic 


Fic. 1 (Latner, Smith). Transaminase/alkaline-phos- 
phatase ratios in hepatocellular jaundice and jaundice 
due to extrahepatic obstruction. The horizontal inter- 
rupted lines indicate the range of values of 3 to 7. 


diagnosis could not be made on the basis of the labora- 
tory tests alone. 

In this series, therefore, a correct diagnosis would 
have been possible in 48 of the 50 cases of hepato- 
cellular jaundice by the use of the transaminase/ 
alkaline-phosphatase ratio supplemented by the serum 
thymol reaction when necessary. The remaining 2 
cases in this group would have been in the equivocal 
range. Among the cases of extrahepatic jaundice, 
there would have been 43 correct diagnoses, 6 diag- 
nostic errors, and 7 in the equivocal range. As to 
the diagnostic errors, 4 patients had carcinoma of one 
kind or another, 1 patient had biliary cirrhosis, and 1 
empyema of the gallbladder. 

—E. Thomas Boles, Fr., M.D. 


Peptic Esophagitis Simulating the “Postcholecystec- 
tomy Syndrome.” A. I. FrrepMAN. Ann. Int. M., 1958, 
49: 120. 


Cuotecystectomy for cholelithiasis was performed 
in 4 patients without relief of symptoms. In one 
patient, subsequent sphincterotomy for a presumptive 
diagnosis of biliary dyskinesia also failed to relieve 
the symptomatology. Gastroenterologic examination 
from 1 to 8 years later revealed hiatus hernia (sliding) 
with peptic (reflux) esophagitis. Medical therapy pro- 
duced symptomatic relief in 3 patients, while one 
required surgical intervention for repair of the hernia. 

The “‘postcholecystectomy syndrome” is in some 
instances a result of inadequate preoperative investi- 
gation. Peptic esophagitis may be responsible for the 
symptoms of a patient with calculous disease of the 
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gallbladder whenever heartburn and sour regurgita- 
tion appear prominent in the clinical picture. In 
these patients the decision to operate for gallbladder 
disease should be an indication for barium meal study. 
The high incidence of silent, calculous gallbladder 
makes such clinical investigation mandatory to avoid 
some of the failures of gallbladder surgery. 
— John F. Maloney, M.D. 


Some Recent Developments Pertaining to Pancrea- 
titis. Joun B. Gross. Ann. Int. M., 1958, 49: 796. 


In 1956, at the Mayo Clinic, 125 patients with pan- 
creatitis were seen. Eighty (64 per cent) appeared to 
have primary pancreatitis; 75 of these 80 (60 per cent 
of the entire group) had chronic relapsing pan- 
creatitis and 5 (4 per cent) had primary acute pan- 
creatitis. Chronic relapsing pancreatitis has increased 
fivefold in the last decade. 

Among the 75 patients with chronic relapsing pan- 
creatitis there were 71 without associated disease of 
the biliary tract; in 2 there were soft pigmentary de- 
posits in the common bile duct which were probably 
secondary to the obstructing process (pancreatitis) in 
the head of the pancreas. One patient had stones in 
the gallbladder, and one other patient had a single 
stone in the gallbladder with slight thickening of that 
organ. 

in 4 (5 per cent) of the 75 cases of chronic relapsing 
pancreatitis the condition was either painless or es- 
sentially so. In 10 (13 per cent) it was of the heredi- 
tary type. In 2 cases hyperlipemia was associated, but 
in most instances the serum was not turbid, and de- 
terminations of serum lipid were not made. Values 
for serum calcium were slightly high in one of the 20 
patients so studied. 

Thirty-eight (51 per cent) of the 75 patients with 
chronic relapsing pancreatitis were without any of the 
sequelae of the disease. In 18 of these 38 the presence 
of pancreatitis was proved at operation. In the re- 
maining 20 the history was characteristic of chronic 
relapsing pancreatitis, and 10 of these 20 exhibited 
elevated values for serum amylase or lipase or both at 
the time of examination at the clinic. 

Among the 37 patients (49 per cent) with chronic 
relapsing pancreatitis and sequelae there were 6 with 
the full triad of diabetes, calcification, and steator- 
rhea. Thirteen of the 37 had only calcification of the 
pancreas, 2 had only steatorrhea, 3 had pseudocyst, 
and 1 had only diabetes. Four patients had calcifica- 
tion and diabetes; one, calcification and steatorrhea; 
2, calcification and pseudocyst; 2 others had cal- 
cification, pseudocyst, and diabetes, and one of these 
two also had an abscess of the pancreas. Only one in 
the group had diabetes and steatorrhea without pan- 
creatic calcification. Two patients with chronic re- 
lapsing pancreatitis had portal hypertension second- 
ary to thrombosis as a result of the pancreatitis; one 
of these had thrombosis of the splenic vein with bleed- 
ing from varices as well as pancreatic calcification and 
steatorrhea. The other patient had portal venous 
thrombosis and chylous ascites. 

In 4 of the 5 patients with primary acute pancreati- 
tis the diagnosis was confirmed at operation. The 
diagnosis rested on clinical evidence alone in the fifth 
case, with associated hyperlipemia. 


In 45 cases (36 per cent) the pancreatitis appeared 
to be secondary to other processes; in 35 of these it 
was secondary to calculous disease of the biliary tract, 
i.e., acute, subacute, or chronic cholecystitis with 
stones in the gallbladder and frequently in the com- 
mon bile duct as well. Most often in these 35 cases the 
pancreatitis was detected at operation, was slight to 
moderate in degree, and was localized. Pancreatitis 
occurred with, and was probably secondary to, car- 
cinoma of the head of the pancreas in 3 cases, and 
carcinoma of the papilla of Vater in one case. In 2 
cases the pancreatitis was considered to be secondary 
to stricture of the common bile duct, with associated 
stone in the common duct in one of these. In one pa- 
tient the pancreatitis appeared to be secondary to a 
penetrating duodenal ulcer. In 3 instances pancreati- 
tis occurred in the immediate postoperative period, 
and in another after subtotal gastrectomy. Acute 
pancreatitis (unsuspected clinically) was found in the 
third case at autopsy one week following transurethral 
prostatic resection and bilateral orchiectomy for car- 
cinoma of the prostate gland. 

Occasionally, pancreatitis may be painless or es- 
sentially so. The diagnosis is to be suspected when, 
without the patient’s having experienced abdominal 
pain, sufficient pancreatic destruction has developed 
that he has the sequelae of chronic pancreatitis: pan- 
creatic calcification, diabetes mellitus, and steator- 
rhea. All these may coexist, or they may occur in 
various combinations. Infrequently, painless jaundice 
may be found at operation to have resulted from pan- 
creatic obstruction of the common bile duct. 

The unusual prevalence of pancreatitis in some 
families is rather a spectacular phenomenon. One of 
the most remarkable features of hereditary pancreati- 
tis has been the early age at onset, attacks beginning 
in most cases in childhood or early adult life. One 
should suspect the hereditary form of the disease if 
the patient is a child or young adult, or if the attacks 
date back to childhood. Other clinical features which 
appear to be peculiar to the hereditary (as opposed 
to the nonhereditary) form of pancreatitis are the 
predominance in females, lack of associated gall 
stones, and a tendency for the pancreatic calcification 
to appear as calculi in the larger pancreatic ducts. 

The inheritance of pancreatitis in accordance with 
mendelian laws in some families and the frequent 
appearance of the disease in childhood in those af- 
fected suggested that such persons might have in- 
herited some predisposing abnormality, perhaps of a 
biochemical or metabolic nature, and prompted 
quantitative study of amino acids in the blood and 
urine of persons with pancreatitis. It is not yet 
established that the observed amino acid abnormali- 
ties have any etiologic relationship to the pancreatitis, 
but the present evidence suggests that these abnor- 
malities have not resulted from pancreatitis. 

To date, there are at least 15 cases in which hyper- 
parathyroidism and pancreatitis (or pancreatic cal- 
cifications) have been reported to coexist. The para- 
thyroid lesion in 11 cases was adenoma, in 2 wasser- 
helle hyperplasia, in 1 carcinoma, and in 1 ‘‘tumor.” 
The values for serum calcium were elevated in each of 
the 13 patients when such analyses had been per- 
formed before operation or death. The duration of the 
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pancreatitis or pancreatic calcification and the dura- 
tion of the hyperparathyroidism appeared uncertain 
in most of these 15 cases. Whereas in 5 of the 15 cases 
hyperparathyroidism may well have preceded the 
onset of the pancreatic lesions, in one case pancreatitis 
conceivably antedated the hyperparathyroidism. The 
temporal relationship was quite indefinite in the 9 
other cases. Whether hyperparathyroidism and co- 
existent pancreatitis represent more than coincidental 
association in these few cases is not known at present. 
Pancreatitis can occur despite inability of the gastric 
mucous membrane to secrete hydrochloric acid. 
Therefore hydrochloric acid is not essential for the 
development of pancreatitis. Other factors must be 
operative. Obstruction of the pancreatic duct may be 
initiated by spasm or edema in the region of the 
papilla of Vater, perhaps secondary to the local ef- 
fects of alcohol or to emotional influences; pancreatic 
edema, hemorrhage, and necrosis, and postpancreatic 
fibrosis and calcification, may all perpetuate the in- 
flammatory process by adding to pancreatic ductal 
obstruction. Stimulation of the pancreas to secrete 
against this obstruction may result from the presence 
of the breakdown products of the various foodstuffs 
in the intestine, and in this connection, secretin, 
pancreozymin, and the vagal nerves may all be 
involved. —Charles Baron, M.D. 


End Results of Treatment of Pancreatic Pseudocysts 
by Internal Drainage (Les résultats éloignés du 
traitement des pseudo-kystes pancreatiques par drain- 
age interne). E. Potak and A. Kosre.ecky. Lyon 
chir., 1958, 54: 701. 


THE AUTHORS describe the anatomic and pathologic 
distinctions between intrapancreatic and _ extra- 
pancreatic pseudocysts. Extrapancreatic pseudocysts, 
which are the more common, occur in the course of 
destruction of the surface of the gland in acute pan- 
creatitis which leads to a communication between the 
pancreatic ducts and the peritoneal cavity or omen- 
tum. This communication is not always easy to iden- 
tify. Extrapancreatic pseudocysts, in contrast to intra- 
pancreatic cysts, have no true wall, are circumscribed 
by neighboring structures, consist of a fibrinous mem- 
brane, and are technically difficult if not impossible 
to remove. According to the authors, extirpation of 
pseudocysts is a dangerous and bloody procedure, 
whereas marsupialization is attended by superinfec- 
tion, prolonged drainage, and lengthy hospitaliza- 
tion. The intrapancreatic cysts are entirely sur- 
rounded by glandular tissue and their external drain- 
age inevitably leads to a persistent pancreatic fistula. 

In balancing the advantages and disadvantages of 
pancreatic resection versus internal anastomosis, the 
authors decided in favor of internal drainage accord- 
ing to the method of Jurasz (direct posterior cysto- 
gastrostomy) because the technique is simple and 
safe, intracystic reflux from the stomach is not ob- 
served, and emptying of the cyst into the stomach is 
followed by rapid cure. In 8 of 11 cases internal 
anastomosis was successful. In one case the anastomo- 
sis was too small and this necessitated reoperation. 
One of the patients had a biloculated cyst which was 
managed by two anastomoses, one to the stomach and 
the other to the duodenum. 
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The authors next attempted internal drainage for 
intrapancreatic pseudocysts. One case, a large cyst in 
the midportion of the pancreas and already adherent 
to the posterior wall of the stomach, was successfully 
treated by anastomosis. Another, a case of diffuse 
pancreatic suppuration, terminated fatally and ex- 
ternal drainage, not anastomosis, is recommended for 
similar cases. For localized pancreatitis, pancreatic 
resection carried out on the left side is more feasible, 
but it may become dangerous, even impossible, as in 
the instance of ¢ystic adenoma or pancreatic adeno- 
carcinoma. Segmenial pancreatic resection, never- 
theless, is the treatment of choice if necrosis without 
inflammation is the underlying cause, or if at opera- 
tion cystic adenoma, other cystic disease, or adeno- 
carcinoma is found. — Edwin JF. Pulaski, M.D. 


Proximal Pancreatectomy in the Treatment of Pseu- 
docysts of the Pancreas; Conclusions Based on 21 
Cases (La pancréatectomie d’amont dans le traite- 
ment des pseudo-kystes du pancréas; Conclusions 
d’apres 21 observations personnelles). P. MALLET-Guy 
and J. Micuoutter. Lyon chir., 1958, 54: 742. 


Since 1942 the authors have performed 21 proximal 
pancreatectomies for pancreatic pseudocysts and have 
reviewed 18 other cases published in the literature. 
The arguments that they advance in favor of pancre- 
atectomy are three: (1) the ulcerated excretory duct, 
which is the origin of the pseudocyst, is interrupted; 
(2) proximal (left) inflammatory lesions are excised; 
and (3) carcinoma, if causal of the pseudocyst, is ex- 
tirpated. By contrast, external or internal drainage 
does not remove the underlying cause of the pseudo- 
cyst nor does it permit healing of the pancreatitis. 

Proximal pancreatectomy, nevertheless, is not ap- 
plicable to every case of pseudocyst. The operation is 
limited to disease of the left or proximal portion of the 
gland without involvement of the portal axis or the 
head of the pancreas. Localized subcapsular cysts are 
the major indications for pancreatectomy. Two case 
reports are cited as examples. Posterior cysts which 
have only the posterior omentum in contiguity are 
technically the simplest to extirpate. Anterior cysts 
which have contiguous organs as their linings are 
more complex because of adhesions and loss of ana- 
tomical landmarks. For these reasons, and because of 
the additional problems of superinfection, it is wiser to 
institute adequate external drainage as the first pro- 
cedure. It is the safer procedure, especially when the 
cyst is contiguous with the spleen. 

The different techniques of pancreatectomy are 
illustrated by case reports. The authors summarize 
and analyze their own 21 cases and the published re- 
sults on 18 others. There were 2 postoperative deaths 
in 39 cases and 3 subsequent deaths (one from recur- 
rence of carcinoma). In the remainder the long term 
results were excellent; 6 of these patients were fol- 
lowed up from 3 to 14 years postoperatively. 

— Edwin 7. Pulaski, M.D. 


Rare Space-Occupying Processes in the Epigastrium 
(Seltene, raumbeengende Oberbauch-Prozesse). W. 
Perri. bl. Chir., 1958, 83: 1269. 


THE AUTHOR reports 4 cases of space-occupying proc- 
esses in the epigastrium which are similar to those re- 
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ported by Stuckes of Wuerzburg in 1955 in his study 
of pancreatic injuries. Severe contusions, excessive 
pressure, and kicks aimed at the epigastrium are 
known to cause severe injuries in this region. Pan- 
creatic injuries are comparatively rare, but extremely 
dangerous, and Stuckes declares them to be fatal if not 
treated operatively. 

The first patient was a 17 year old man who sus- 
tained a violent kick in the epigastrium while play- 
ing football. He was admitted in acute distress, with 
considerable epigastric tenderness and tension. The 
white blood cell count was 17,600, the bilirubin level 
and the temperature were elevated. Laparotomy re- 
vealed extensive rupture of the omental bursa, a gap- 
ing, 3 cm. long laceration of the liver, and a large 
amount of blood in the abdominal cavity. Further ex- 
ploration revealed bleeding into the greater omen- 
tum, into the mesenteric root, extensive bleeding un- 
der the serosa of the transverse colon, and bloody ex- 
travasation in the peripancreatic tissue. The organ it- 
self was not injured. Following an entirely uneventful 
initial postoperative recovery, the patient became am- 
bulatory on the twentieth postoperative day, but soon 
afterward he complained of increasing abdominal 
pain, and 3 weeks later an enlarging mass was palpa- 
ble in the epigastrium. Exploration revealed a huge, 
thin-walled pseudocyst of the pancreas which, after 
removal of about 300 c.c. of liquid and gelatinous- 
bloody material from its cavity, collapsed and was 
drained through a transrectus incision. Postoperative 
drainage subsided rapidly after injection of 20 c.c. of 
10 per cent sodium chloride. The patient was dis- 
charged in excellent condition 5 weeks after operation. 

This was a posttraumatic, pancreatic pseudocyst. 
Radical extirpation of such cysts is declared to be im- 
possible in nearly all cases because of unrecognizable 
delineation due to the inflammation. 

A second case of epigastric trauma, with an extra- 
ordinary clinical course, concerns a 61 year old male 
who sustained a violent kick in the epigastrium. A pal- 
pable, rather painful mass developed within several 
months of the injury. He was hospitalized nearly one 
year after injury. Initially he was managed medically 
for one month for temperature elevation, increasing 
epigastric cramps, and considerable general deterio- 
ration. Surgical evaluation revealed a hard, nodular 
mass, larger than an orange in size, in the left epigas- 
trium extending to the midline. Laparotomy revealed 
extensive epigastric adhesions and an encapsulated 
abscess containing about one liter of thick pus, an- 





terior to the body of the pancreas, the entire pancreas 
forming the posterior wall of the abscess. The abscess 
cavity was emptied completely, packed with gauze, 
and drained. Initial postoperative drainage was 
copious, but subsided rapidly, and the patient’s condi- 
tion improved considerably after several blood 
transfusions. 

In this case also radical extirpation of the abscess 
wall was impossible. Biopsy revealed the lesion to be a 
nonspecific mass attributed to probable pancreatic 
necrosis. 

The third patient, a 54 year old nurse, had sustained 
a kick in the epigastrium 10 or 12 years previously. 
A few years later she was treated for moderate pan- 
creatitis which subsided rapidly. Four years after this 
severe left-sided epigastric pain radiating to the left 
shoulder and arm developed. She lost 10 lbs. of weight 
during the following year and was hospitalized. Lapa- 
rotomy revealed a huge neurinoma which, because of 
its adherence to the stomach, had to be removed with 
the performance of a subtotal gastrectomy. Postoper- 
ative recovery was uneventful, and a recent follow-up 
examination showed her to be doing very well. This 
tumor was rare with regard to size, location, and type. 

The last case involved a rapid growth that resulted 
in considerable displacement of the organs and com- 
pression of the left kidney. Examination revealed the 
heart to be pushed upward and the left leaf of the dia- 
phragm to be elevated. The abdomen was tense with 
monstrous distention and protrusion from the left side 
of the thorax down to the pelvic brim. Laparotomy re- 
vealed an extraordinarily large cyst of the spleen 
causing considerable visceral displacement. The dia- 
phragm was broadly adherent to the upper pole of the 
spleen. After gradual freeing of the diaphragm, the 
cyst was punctured and about 3,000 c.c. of brownish- 
gray fluid were removed, following which its wall col- 
lapsed and it could be removed together with the 
spleen. The stomach, which had been displaced far to 
the right, and the liver returned spontaneously to 
their normal positions; the left kidney remained in its 
lowered position. After an uneventful postoperative 
recovery, the patient was discharged in excellent con- 
dition 4 weeks after surgery. 

Pathologic examination revealed the growth to be 
a primary splenic cyst, as evidenced by its endothelial 
lining, its serous contents, and a hemangiomatous 
neoplasm in its wall, the latter suggesting that the 
hemangioma or lymphangioma was the cause of the 
cyst. — Max L. Smith, M.D. 
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GYNECOLOGY 


UTERUS 

The Uterine Cervix at Different Age Periods; The 
Significance of Changes in Its Appearance in Can- 
cer Diagnosis and the Question of So-called Portio 
Erosion (Cervix uteri und Lebensalter; Die Bedeutung 
der Formwandlungen der Zervix fuer die et 


nostik und die Frage der sogenannten Portioerosion ). 
K. G. Ober. Deut. med. Wschr., 1958, 83: 1661. 


THE CERVICEs and entire uteri obtained from opera- 
tions and autopsies on 853 females were studied col- 
poscopically and histologically. Unfortunately, not 
many children’s specimens were available for evalua- 
tion. The so-called normal cervix, in which the 
squamous epithelium of the portio meets the colum- 
nar epithelium of the endocervix at the anatomical 
external os, should be designated the ideal cervix 
since it occurred only three times. In no instance was 
there a zone without epithelium between the two 
types of epithelium. The junction of squamous and 
columnar epithelium may be either a line, or a zone 
of mixture. These changes, when they occur on the 
portio, are easily detected by colposcopy. 

At puberty, there is commonly columnar epithelium 
on the portio near the external os. As the individual 
grows older, the squamous epithelium grows toward 
the os. During the reproductive period there is usu- 
ally a mixture of the two epithelia on the portio. After 
the menopause and as the columnar epithelium re- 
cedes, squamous epithelium covers the portio and 
may even extend into the canal. A mixture of squa- 
mous and columnar epithelium may be found high in 
the canal. It is surprising that, in the series reported, 
nulliparous women did not differ from multiparous 
women with regard to the course of these changes. 

According to 172 observations, squamous cell 
carcinoma of the cervix begins in the “‘lowermost”’ 
columnar epithelium; this area tends to be on the 
portio in younger women and in the canal in older 
women. These findings agree with the author’s clini- 
cal impressions. 

It has also been found that the farther out columnar 
epithelium is on the portio, the closer to the external 
os is the histologic internal os; thus, the “length” of 
the columnar epithelium is fairly constant. 

The so-called benign cervical erosion is not an area 
of loss of surface epithelium as some clinicians believe. 
However, carcinoma begins at the edge of columnar 
epithelium where there is a mixture of the two types 
of epithelia. For this reason, and recalling the rela- 
tionship of portio columnar epithelium to the extent 
of the same epithelium in the canal, conization should 
prevent cervical carcinoma of either the adenomatous 
or squamous cell variety. — Warren R. Lang, M.D. 


Incompetent Internal Os of the Cervix Causing Late 
Abortion and Premature Labor; Technique for 
Surgical Repair. Ernest W. Pace. Obst. Gyn., 1958, 
12: 509. 


THE RECOGNITION of cervical incompetence as a cause 
of middle trimester abortion or premature labor and 


45 


its treatment have been reviewed by the author. The 
author states his experience with the Palmer-Lash 
operation; for the most part it was disappointing. 
Accordingly, a procedure was devised in which re- 
active cellophane strips were wrapped around the 
cervicouterine junction after reflecting the mucosa and 
bladder upward. The object was to create a circular 
fibrous scar which would resist dilatation prior to 
labor. The use of cellophane has subsequently been 
abandoned. The materials currently in use are ribbon 
catgut and strips of oxycel gauze dipped in benzoin 
and saturated with sterile USP talc; the latter are 
designed to stimulate granulomatous fibroblastic 
proliferation. The author has not noticed any in- 
creased incidence of infertility or relative infertility in 
these patients. He believes it is wise to perform a 
speculum examination weekly on each patient after 
the first trimester, since it is likely that secondary 
closure will salvage some of those cases which might 
otherwise fail. 

The author summarizes 10 cases in which this new 
technique was used. Prior to surgery, the 10 women 
had experienced 37 pregnancies resulting in one living 
child. After the wrapping procedures, 14 pregnancies 
resulted in 9 healthy children. Seven cases can be 
classified as successful and 3 as unsuccessful. 

The two elements necessary for the establishment 
of the diagnosis of cervical incompetence as the cause 
of late abortion and premature labor are: (1) the 
obstetric history—2 or more consecutive pregnancy 
losses beyond the first trimester and (2) the demon- 
stration of a dilated internal os of the cervix—as 
shown by the unobstructed passage of a 7 mm. Hegar 
dilator into the uterine cavity. Neither the obstetric 
history nor the dilated internal os alone is adequate 
for a positive diagnosis. 

A critical appraisal of all available procedures is 
offered. These include (1) wedge excision and closure, 
(2) circular wrapping and scar production, (3) purse- 
string method during the first trimester, and (4) 
closure of the dilated cervix during pregnancy. The 
relative merits of all approaches are discussed together 
with an historical survey. _—Donald R. Dye, M.D. 


Squamous Metaplasia, Atypical Hyperplasia, and 
Carcinoma in Situ of the Cervix Uteri (Metaplasia 
squamosa, iperplasia atipica e carcinoma “‘in situ” 
della cervice uterina). Grusepre Barsreri. Lav. Ist. 
anat. Univ. Perugia, 1958, 18: 51. 


SQUAMOUS METAPLASIA is defined in the literature as 
the replacement of the normal cylindrical epithelium 
of the cervical gland with proliferation of the so-called 
basal cells. There is no agreement in the literature on 
the definition of atypical hyperplasia. There may be 
benign atypia, simple epithelial atypia, squamous 
metaplasia with atypia, or precancerous metaplasia. In 
carcinoma in situ, the cervical cells show malignant 
changes, but do not penetrate the basement membrane. 

The author observed 26 cases of carcinoma in situ 
(group 1) and 479 invasive carcinomas (group 2). The 
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material obtained at operation was fixed in formalin 
and embedded in paraffin. The sections were stained 
by hematoxylin-eosin, van Gieson’s, and Weigert’s 
methods. 

In group 1 there were: 7 cases of squamous meta- 
plasia (28.9 per cent) and 3 cases of atypical hyper- 
plasia (11.5 per cent). In group 2 there were: 20 cases 
of squamous metaplasia (4.1 per cent), 7 cases of 
atypical hyperplasia (1.4 per cent), and 31 cases of 
carcinoma in situ (6.6 per cent). The author compared 
the ages of the patients and found the average age in 
group 1 to be 39.3 years, in group 2, 47.9 years. The 
average age of patients with squamous metaplasia was 
44.7 years, with atypical hyperplasia 35.8 years, and 
with carcinoma in situ 39.6 years. 

The author concludes that (1) squamous metaplasia 
can become a rapidly invasive carcinoma and (2) the 
fact that the average age of atypical hyperplasia was 
35.8 years, of carcinoma in situ 39.6 years, and of 
invasive carcinoma 47.9 years suggests the existence 
of a histogenetic relationship. —George Sillé6, M.D. 


Treatment of Carcinoma of the Cervical Stump 
(Tratamiento del carcinoma del mufién cervical). 
NormManpo Arnas and Antonio Forx. Obst. gin. Lat. 
Amer., 1958, 16: 161. 


‘THE AUTHORS present 18 cases of carcinoma of the 
cervical stump which followed 592 subtotal hysterec- 
tomies performed for uterine leiomyoma from 1939 to 
1955. This represents an incidence of 3.04 per cent. 

The average age of these patients was 47 years and 
the period of time which elapsed between the subtotal 
hysterectomy and the discovery of the carcinoma var- 
ied from one to 23 years. Two cases were diagnosed 
one year after the operation, 3 cases 2 years after, and 
in 3 cases the time could not be determined. The re- 
maining 10 cases were diagnosed more than 2 years 
after operation, the period of time considered as a 
minimum by the authors in order to classify the cases 
as carcinoma of the cervical stump, independent from 
the previous operation. 

The histologic classification in 13 cases was squa- 
mous cell carcinoma and in 2 cases was adenocarcino- 
ma. Treatment consisted of: vaginal radiotherapy in 1 
case, radioactive cobalt in 1, and endocervical and 
vaginal radium in 4. The rest of the patients were sub- 
jected to surgery: 2 had a Wertheim operation, 5 a 
Wertheim operation plus lymphadenectomy, and 3 
patients a Wertheim operation, lymphadenectomy, 
and deep roentgen therapy. Two patients were treated 
medically. 

Follow-up data were obtained for 13 patients (5 did 
not answer the letters). There were 2 postoperative 
deaths (postoperative anuria and ureterovaginal fis- 
tula). Three patients died of unknown causes after 
leaving hospital. One was followed up for 2 years and 
another for 2 months and when last observed were in 
good condition. The remaining 6 patients are in good 
condition and have no evidence of cancer but have not 
yet reached the 5 year mark. 

The authors believe carcinoma of the cervical stump 
should be considered as a separate clinical entity since 
its behavior, treatment, and prognosis differ from those 
of carcinoma of the uterine cervix. 

— Jaime Barcena, M.D. 
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ADNEXAL AND PERIUTERINE CONDITIONS 


Surgical Management of the Tubal Factor in Infer- 
tility. R. W. Cauwer. 7. Am. M. Ass., 1958, 168: 
rene 


SIXTY-NINE women in whom the tubal factor was 
considered to be the primary cause of infertility were 
subjected to various types of tuboplasty, and 18 (26 
per cent) became pregnant. Of 35 treated by sal- 
pingolysis, 14 became pregnant. Fourteen were treated 
by salpingostomy at the fimbria and by polyethylene 
splints. Tubal patency resulted in 9, but none became 
pregnant. Twenty were treated by resection of the 
blocked area and polyethylene splints or tubal im- 
plantation and splints. Nine of these have patent 
tubes, and 4 became pregnant. 

Proper tubal function requires a normal muscularis 
and mucosa as well as a patent lumen. Polyethylene 
tubing has resulted in a greater frequency of tubal 
patency. However, pregnancy does not occur often 
in spite of patency when the tubal wall has been badly 
damaged by disease. Pregnancy will result most fre- 
quently after surgery when damage is limited to peri- 
tubal adhesions. Culdoscopy may be necessary for 
the diagnosis of these adhesions. 

— John R. Wolff, M.D. 


EXTERNAL GENITALIA 


Carcinoma in Situ of the Vulva. J. DonaLD Wooprurr 
and Eva E. HiLpesranpt. Obst. Gyn., 1958, 12: 414. 


‘THE MICROSCOPIC PICTURE Of intraepithelial carcinoma 
has been extensively studied in several organs and is 
being studied in others. The importance of recognizing 
and treating malignant conditions in this preinvasive 
stage cannot be overemphasized. Radical surgery and 
more intensive radiation therapy have added little to 
the over-all salvage, and the effects of such heroic meas- 
ures are often economically and physically catastrophic. 
Conversely, treatment of the preinvasive cancer is rela- 
tively simple and usually eminently successful. Fur- 
thermore, it is conceivable that in the easily examined 
and biopsied areas of the body invasive cancer might 
be eliminated by routine and careful cytologic and/or 
tissue study of the chronic irritative and suspicious 
lesions. 

The 14 cases reported here were gathered from the 
files of the gynecologic pathology laboratory of the 
Johns Hopkins Hospital. 

The lesions were discovered under a variety of diag- 
noses, including Bowen’s disease, intraepithelial car- 
cinoma, early carcinoma, carcinoma, leucoplakia, and 
‘other conditions.”’ As far as can be determined, this 
represents the entire group of such cases in the files 
over a period of 60 years; however, all but 3 of the 
group had been treated in the past 20 years. During 
the same 20 year period, 58 cases of invasive carcinoma 
of the vulva were seen in the women’s clinic. Also 
during this same period, 12 malignant conditions of 
other types were recorded from the vulvourethral 
area, namely 5 malignant melanomas, 4 sarcomas, 
and 3 lymphomas. 

Except for the presence of hyperkeratosis in the 
lesions with a grossly “‘whitish” appearance, and para- 
keratosis in the granular, reddened lesions, there was 
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no definite correlation between the gross and micro- 
scopic pictures. 

The association of a pre-existing and previously 
treated carcinoma of the cervix in 3 of the 14 patients, 
and the development of a cervical cancer in one of 
the others, emphasizes Taussig’s findings of other co- 
existent cancers in 6.4 per cent of the vulvar cancers 
which he studied. The 3 cases of vulvar disease, which 
developed after radiation therapy for cervical cancer, 
bring up the possibility that irradiation may be car- 
cinogenic in areas adjacent to those being treated for 
malignancy, where the dosage would be less than 
cancerocidal. 

The cases with associated cervical cancer also suggest 
the possibility of the multicentric origin of carcinomas 
arising in the same general area and of the same gen- 
eral type. This may well be the histogenesis of some of 
the vaginal lesions occurring coincidentally with or 
following carcinoma in situ of the cervix. 

The cases reported in this series represent a variety 
of gross and microscopic pictures. It seems apparent 
from this marked variation that only by careful in- 
vestigation of even the smallest, often insignificant le- 
sion, can these very early and easily treated stages of 
vulvar cancer be discovered. Both tissue study and 
cytopathologic investigation offer the physician ideal 
and easily carried out means of diagnosis and screening. 

The age group affected is, as would be expected, 
just below that of invasive vulvar cancer, which is 
about 53 years. It should be noted, however, that 3 
patients were under the age of 40, so that the younger 
patient should not be eliminated from consideration 
on the basis of age alone. 

Discomfort, frequently burning or pruritus, was the 
common presenting symptom. Often the problem had 
been present for several years. One lesion, however, 
was discovered on routine follow-up after radiation 
therapy for cervical carcinoma. 

Treatment by local excision would seem to be ade- 
quate therapy in many cases. However it should be 
re-emphasized that such intraepithelial lesions may be 
of multicentric origin; and, consequently, simple vul- 
vectomy with thorough study of the tissue for evidences 
of invasive disease would constitute the most adequate 
and safest approach to the problem. There should be 
no reason to expect less than 100 per cent favorable 
results with this type of therapy. In the present series, 
there has been no known recurrence to date. The 
deaths have been due to carcinoma of the cervix in 2 
cases and unassociated disease in one. 

— John R. Wolff, M.D. 


MISCELLANEOUS 


The Pathology of the Cervical Stump; Clinicostatis- 
tical Observations in 273 Cases (La patologia del 
moncone residuo; rilievi clinico-statistici su 273 casi 
con note di anatomia patologica). R. Branco. Ann. 
ostet. gin., 1958, 79: 1131. 


THE AUTHOR is concerned with the question of whether 
total or subtotal hysterectomy is the procedure of 
choice. 

He observed 273 cervical stumps 2 to 12 years after 
operation. The ages of the patients varied between 24 
and 63 years. One hundred and twenty-nine (47.2 
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TABLE I.—OPERATIONS 


Conservative Hysterectomy Hysterectomy 
subtotal hys- with unilat. with bilat. 


terectomy _salpingo-ooph. salpingo-ooph. Total 
Asymptomatic 
patients 28 57 44 120 
Symptomatic 
patients 36 83 25 144 
Total 64 140 69 273 


TABLE II.—INDICATIONS FOR OPERATIONS 


Clinical Metropathia Adnexitis Adnexitis 
diagnosis Fibromyoma hemorrhagica chronica tuberculosa Total 
Asymptomatic 

patients 115 7 6 1 129 
Symptomatic 

patients 136 5 2 1 144 
Total 251 12 8 2 273 


per cent) had no complaints; 144 (52.7 per cent) pre- 
sented symptoms. The operations that were per- 
formed and their indications are summarized in 
Tables I and II. 

Preceding the operations, 3 patients with cervicitis 
underwent diathermocoagulation and 7 patients 
underwent ablation of polyps. 

In every case the author made colposcopic, 
cytologic, and histologic (from cervical curettage) ob- 
servations. In the asymptomatic group he found hy- 
pertrophia cervicis in 2 cases, atrophia cervicis in 2 
cases, and cyanosis in 39 cervical stumps. Six women 
had irregular periods following subtotal hysterectomy. 
The following disorders were noted in the symptomatic 
group: 125 cases of stump inflammation (45.7 per 
cent), 2 cases of fibromyoma without malignancy 
(0.7 per cent), 2 cases of cancer (0.7 per cent), 13 
cases of cervical polyp (4.7 per cent), 2 cases of meta- 
plasia (0.7 per cent), and 24 cases of prolapse (8.8 
per cent), including 23 cystorectoceles and one stump 
prolapse. Each of the 125 patients with stump inflam- 
mation had leucorrhea, 43.2 per cent had dyspareunia, 
22.4 per cent pelvic pain, 18.2 per cent periodic emesis, 
and 9.6 per cent urinary disorders. Of the 2 cases of 
cancer, one was planocellular carcinoma, the other 
spinocellular. These patients were treated by radium 
and roentgen rays. When studied histologically the 13 
cases of polyp revealed inflammation: the 2 cases of 
metaplasia revealed hyperplasia of the stratum basale 
of the portio epithelium. 

The author concludes that in view of the complica- 
tions in 52.7 per cent of those patients with a function- 
less cervical stump, the surgical procedure of choice is 
total hysterectomy. — George Sillé, M.D. 


A Report of 3 Cases of Perineovaginal Keloidlike 
Manifestations (Considerazioni a proposito di tre os- 
servazioni di manifestazioni cheloidee perineo-vagina- 
li). P. LuccHeiir and C. Maperna. Minerva gin., 1958, 
10: 556. 


THE KELOw and cicatricial hypertrophy are prolifera- 
tions of the skin’s stratum intermedium. A differential 
diagnostic classification of the keloid’s nature is pos- 
sible by use of the Hotchkiss-McManus reaction. In 
the pathogenesis of keloids, the authors differentiate 
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local (infections, trauma, external and internal for- 
eign bodies) and general factors (genetic character- 
istics, age, endocrine diseases, avitaminoses, changes 
in protein metabolism). The hypertrophic cicatrix is 
not painful and contrary to the keloid, it grows smaller 
and decolors with time. 

Histologically, the keloid appears in three stages: 
first, small round epitheloid cellular infiltration with- 
out elastic fibrils may be seen around the dilated 
capillaries; in the second stage the collagen fibrils and 
hyaline increase and the epitheloid cells decrease; in 
the third stage the collagen and elastic fibrils are seen 
to undergo continuous atrophy. In place of surgical 
therapy it is possible to use hyaluronidase, ACTH, 
cortisone, Vitamin E, parathyroid extract, or any 
combination depending on the pathogenesis of the 
keloid. 

The authors present the cases of 3 patients who had 
keloidlike manifestations in the perineovaginal area. 
These originated from perineovaginal lesions of pre- 
vious deliveries. By histologic and physicochemical 
reactions the authors determined the patients’ predis- 
position to collagen disease. 

The authors state that after discovery of a keloid, a 
careful general examination of the patient is in- 
dicated, since they believe that the patient may have 
a systemic collagen disease. If systemic manifestations 
of collagen disease are present without associated 
keloid formations, the authors hypothesize a humoral 
mechanism which, immediately after labor, blocks 
the zona fasciculata and so hinders keloid manifesta- 
tions. —George Sill6, M.D. 


The Sella Turcica in Patients with Uterine Fibro- 
myoma (La sella turcica nelle portatrici di fibromi- 
oma uterino). P. Murti and B. Bonomo. Arch. ostet. 
gin., 1958, 63: 245. 

THE AUTHORS have been devoting time and effort to 

the roentgenographic study of the sella turcica in the 

field of medicine, with particular reference to the 
diagnosis of endocrine problems. Note is made of the 
fact that this approach has almost never been used in 
gynecology in establishing a possible direct relation- 
ship between pituitary activity and the presence of 
fibroid uteri. A brief outline is included of the more 
common methods used in roentgenology in measuring 
the sella turcica. The 50 patients with myofibromatous 
uteri were all studied by means of the Haas technique 
and the size and shape of the sella turcica determined. 

The control series consisted of a similar number of 

gynecologic patients of the same ages and with 

nonfibromatous uteri. 

In the fibromyomatous group a higher percentage 
of anomalies was discovered, such as small sellae, the 
presence of areas of calcification, or adherences be- 
tween the clinoid processes. The authors believe they 
are justified in concluding that there is sufficient evi- 
dence to prove the existence of a link between the 
development of fibroids and an endocrine dysfunction 
of the pituitary gland. This relationship is explained 
by pointing to the occurrence in patients with myo- 
fibromatous uteri of alterations of the ovarian estro- 
gens, higher levels of suprarenal gland hormones, and 
definite increases of both the cholesterol level in the 
blood and the ketosteroids in the urine. This obser- 


vation, they believe, justifies the statement that in 
cases of myofibromatous uteri hyperactivity of the 
adrenal cortex exists. This hyperactivity is the direct 
consequence of some alteration of the pituitary gland 
and results in a greater production of adrenocortico- 
tropic hormone. —Vincent Ippolito, M.D. 


Urinary Excretion Levels of the Total Estrogens and 
the Biologically Active and Inactive Fractions in 
Myofibromatous Patients (Tasso di escrezione uri- 
naria degli estrogeni totali e delle frazioni biologica- 
mente attive ed inattive nelle fibromiomatose). M. 
GERLI. Arch, ostet. gin., 1958, 63: 273. 


THE NUMBER of cases studied by the author does not 
permit any definite conclusions; however, the figures 
obtained for the various hormone levels are in accord 
with the findings of several other authors, i.e., Du- 
breuil, Massé and Demage, Candido, and Moracci. 

The author has shown that in cases of uterine 
myofibromatosis increased excretion of either the 
total estrogens or the individual fractions, particularly 
the biologically active estrone and estradiol, does not 
occur. Eighteen women were included in the study, 16 
with uterine myofibromas and 2 with no abnormality 
who were used as controls. Another point emphasized 
by the author is that there was no influence on the 
hormone titers by the menstrual cycle, since the levels 
were approximately the same regardless of the time the 
determinations were made. The titration of the active 
fraction, estrone + estradiol, together with that of the 
inactive fraction, estriol, clearly showed decreased 
levels of both the estrogens and the two fractions in the 
16 women with myofibromas. In the calculations the 
ponderal value of the total estrogens was deducted 
from that of the combined two fractions. This some- 
what lower excretion rate in the 16 women studied was 
shown to be independent of the volume of the tumor 
and of the stage of the menstrual cycle, as stated 
earlier. 

The idea is advanced that hormonal imbalance due 
to distorted ovarian function, and not hyperestrinism, 
is responsible for the formation of the uterine myomas. 

—Vincent Ippolito, M.D. 


A Contribution to the Understanding of the So- 
Called Mesonephroma of Schiller (Contributo alla 
conoscenza del cosiddetto ‘“‘mesonefroma” di Schiller). 
A. Espostro and G. Campest. Arch. ostet. gin., 1958, 
63: 317. 


‘THE MESONEPHROMA represents a rare form of neoplasm 
with only 60 cases reported since 1939. It may occur 
in women of all ages from as early as 8 months to as 
late as 72 years. There are no characteristic findings 
except that it is found more frequently in the right 
ovary and less often in the broad ligament and fal- 
lopian tube. In the authors’ case (1957) a general 
diagnosis of adnexal tumor was made preoperatively. 
The patient was 46 years old and the mesonephroma 
was located in the broad ligament. Total hysterectomy 
and bilateral adnexectomy were performed. 

On the basis of only one case it is not possible to 
prove which is the correct theory, the mesoblastic one 
of Teilum, or the mesonephric of Schiller. Consider- 
able material is needed and the findings in each case 
should be correlated with those already given in the 
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literature. The rather rare appearance of these cases 
in practice makes it desirable to report even one in- 
stance. The histogenetic features of the neoplasm are 
clarified thereby and a better grasp of the subject 
obtained. The many theories on the subject are dis- 
cussed. Teilum believes the tumor to be always malig- 
nant; Schiller, on the other hand, considers the new 
growth to be either benign or malignant. Macroscop- 
ically the consistency is either solid or semicystic, with 
the volume reaching fairly large proportions, up to 3 
kgm. (Kazancigil). The authors give considerable 
weight to the work of Teilum who follows a recently 
developed classification of ovarian and testicular tu- 
mors which includes the several homologous forms 
that originate from the germinal epithelium in both 
types. 

What is thought to be responsible for this neoplastic 
formation is the anomalous cellular development of the 
gonads during the period of undifferentiated growth 
when the mesonephroma or the mesoblastoma might 
well constitute an intermediary form between the 
seminoma testis (and the dysgerminoma ovarii) and 
the chorioepithelioma. Martin and others, however, 
look upon the mesonephroma as being really a 
mesoblastomatous embryoma. 

The discussion also centers on the observation that 
the reticular zone of the mesonephroma resembles the 
early extraembryonal mesoblast. In line with this, 
mesoblastomas have been found in the testicles fre- 
quently associated with other neoplasms, such as 
chorionepithelioma, gonadoblastoma, tubular car- 
cinoma, arrhenoblastoma, and embryoma. 

—Vincent Ippolito, M.D. 


Chemotherapy of Choriocarcinoma and Related 
Trophoblastic Tumors in Women. Ray Hertz, D. 
M. BERGENSTAL, M. B. Lipsett, E. B. Price, and T. F. 
Hivpisu. 7. Am. M. Ass., 1958, 168: 845. 


SINCE FETAL and maternal tissues are found to require 
high amounts of folic acid for their normal metabo- 
lism, the therapeutic potential of the folic acid an- 
tagonist, 4-amino-N' methyl pteroylglutamic acid 
(methotrexate), in the treatment of choriocarcinoma 
and related trophoblastic tumors has been studied in 
27 women. These patients were treated according to 
a highly intensive regimen, in which certain toxic 
hazards were present. Therapeutic indexes included 
(a) serial roentgenograms, (b) physical findings 
reflecting pelvic, cerebral, and pulmonary involve- 
ment, and (c) frequent quantitative determination 
of the urinary excretion of chorionic gonadotropic 
hormone. 

Remissions varying from 2 to 29 months have 
been induced in all but one patient, who had received 
more than one course of therapy. In 5 patients these 
continuing remissions are attended by no radiologic, 
physical, or hormonal evidence of residual disease. 
In 11 patients showing an initial remission, metho- 
trexate resistance has been encountered with varying 
manifestations of persistent or progressive disease. Six 
patients initially responded but subsequently de- 
veloped resistance to methotrexate and died. One 
patient died of drug toxicity during remission, and 
drug toxicity may have contributed to the death of 
2 other severely debilitated patients. 
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These experiences demonstrate that metastatic 
trophoblastic disease is susceptible to treatment and 
that significant clinical remissions may be obtained. 
The authors believe that, although the chemothera- 
peutic regimen is somewhat hazardous, the resulting 
morbidity and mortality rates may be regarded as 
acceptable. —Ely Elliott Lazarus, M.D. 


Newer Operative Procedures of Gynecologic Urology 
(Neuere Operationsverfahren der gynaekologischen 
Urologie). Husert Harti. Deut. med. Wschr., 1958 
83: 1677. 


THE CLOsE embryologic, anatomic, and functional as- 
sociation of the urinary and the female reproductive 
tract logically explains the close attention that the 
gynecologist must pay to diseases of the urinary sys- 
tem. In fact, a specialty of gynecologic urology is now 
accepted; this deals with affections of the urinary tract 
related to genital disorders. 

In the upper urinary tract injuries and stenoses of the 
ureters can lead to ureterovaginal fistulas, but rarely 
to ureterocutaneous fistulas. With obstruction, hydro- 
nephrosis, and even pyonephrosis, renal parenchymal 
destruction can occur. Interruption or ligation of a 
ureter can complicate many types of gynecologic sur- 
gery, especially vaginal or abdominal hysterectomy. 
This is even more likely with increasingly radical ap- 
proaches with carcinoma of the cervix, an affliction 
which in itself often leads to ureteral obstruction. A 
significant trend in gynecologic urology is the avoid- 
ance of nephrectomy in the problems mentioned and 
the more frequent recourse to nephrostomy or ureteral 
implants, usually cutaneous. 

If a ureter is cut accidentally during surgery, a 
ureteral catheter should be put in place and the cut 
edges sutured together. In some cases, if the interrup- 
tion of the ureter is near the bladder, the upper seg- 
ment may be implanted into the bladder. If the 
trauma occurs near the renal pelvis, then a T-tube is 
utilized. 

An unrecognized ureteral ligation can either be 
symptomless or lead in a few days to severe pain in 
the corresponding flank with chills and fever. Occa- 
sionally, a reflex anuria occurs on the opposite side. 
With bilateral ligation, anuria occurs; nephrostomy is 
then required. 

Postoperative fistulas are usually noted on about the 
ninth day. Transvesical catheterization should be at- 
tempted with the hope that the fistula will then close. 
If it does not heal by the end of one month, spon- 
taneous cure is very unlikely. The most efficient meth- 
ods of management are bladder or colon implanta- 
tion. Formation of an ileal bladder has been advocated 
more recently. Ureteral stenosis can follow radio- 
therapy. Bougies can be tried but are usually not very 
satisfactory. In many cases nephrostomy or cutaneous 
ureterostomy may be necessary. 

In the lower urinary tract functional urinary stress 
incontinence has received a great deal of attention in 
the literature. The more recent diagnostic methods are 
cystometry, sphincterometry and urethrocystography. 
Suggested techniques of management have been many, 
including such procedures as implantation of a foreign 
substance under the urethrovesical junction, and artifi- 
cial kinking of the urethra. 














Operative management of bladder fistulas still does 
not give certain success. Two recently described pro- 
cedures consisted of a massive inrolling of a vaginal 
flap into the fistula, and colpocleisis in the presence of 
a vesicorectovaginal fistula. 

The author prefers the Martius operation for the 
construction of a urethra for epispadias, hypospadias, 
and traumatic urethral destruction. This consists of 
forming a new urethra around a catheter with the 
bulbocavernosus muscle and then covering it with 
labial skin. — Warren R. Lang, M.D. 


Report on the Seventeenth Convention of the Feder- 
ation of the Societies of Gynecology and Obstetrics 
of French Language. (XVII Congrés de la Fédéra- 
tion des Sociétés de Gynécologie et d’Obstétrique de 
langue francaise). P. FuNcK-BRENTANO, W. GEISEN- 
poRF, R. Ketter, M. Lacomme, J. SNOECK, and 
Others. Gyn. Obst., Par., 1957, 9: 393, 


Tuis 1s a comprehensive collection of abstracts of all 
the papers read at the convention held at Marseilles, 
France, in September 1957. As this report of 300 pages 
includes the abstracts of no less than 133 different 
papers read at the convention only very few high- 
lights can be touched on here. 

The main subjects discussed were the following: 
(1) prolonged pregnancy, including the biology of the 
placenta in its relation to postterm delivery as well as 
clinical observations and therapeutic indications in 
this condition; (2) synechias and obliteration of the 
uterus; (3) vaginal prolapse after hysterectomy; and 
(4) the medicosocial and legal aspects of artificial in- 
semination,. 

In addition to these main subjects a large number 
of papers were read on various gynecologic and ob- 
stetrical questions. 

In spite of numerous hormonal, histologic, and bio- 
chemical studies the true cause of prolonged preg- 
nancy is unknown. Probably a number of different 
factors are responsible in the individual cases. Some 
authors present the hypothesis that a mixed hypo- 
secretion of different hormones, pituitary as well as 
placental, causes prolongation of pregnancy. Experi- 
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ments on rabbits and guinea pigs have shown that the 
injection of a substance which inhibits the activity of 
the pituitary markedly prolongs the duration of the 
pregnancy in all cases. Other workers have advanced 
the hypothesis that the substance which acts as a 
trigger mechanism for the beginning of labor does not 
circulate in the blood stream but is produced in the 
uterus. This substance has been called eutocine. The 
same substance was found in the amniotic fluid at the 
end of pregnancy and during labor. When extracts of 
uterine tissue of women in labor or amniotic fluid were 
injected into the isolated uterus of the guinea pig they 
produced rhythmic contractions comparable to nor- 
mal labor. The authors hypothesize that eutocine may 
be identical with vitamin E. 

The discussion about the medicolegal and ethical 
aspects of artificial insemination by donor is of special 
interest for the physician as well as for the sociologist 
and the jurist. The only point on which the discussants 
were practically unanimous was that insemination by 
donor was permissible only with the consent of both 
husband and wife. This seems to be a generally ac- 
knowledged principle although one of the speakers 
had the courage to report that he had performed suc- 
cessful insemination in 5 cases, without the knowledge 
of the husband in 4, of the wife in 1 case. He states 
that the physician’s conscience should be the only 
judge, and that he should keep his procedure secret 
under all circumstances and in the face of all authori- 
ties, including the courts. 

On the whole, the perusal of the discussion leaves 
the impression that, at least in Western Europe, this is 
a very touchy subject, that few doctors wish to 
commit themselves, and that the vast majority of the 
population rejects the method for religious, ethical, or 
other reasons. A questionnaire on the problem which 
was sent to a number of gynecologists received less 
than 10 per cent of replies, and only a small number 
of speakers participated in the discussion as compared 
with the large number who contributed to the other 
subjects. It seems that all participants agree that a 
regulation by law is not desirable at the present time. 

— Werner M. Solmitz, M.D. 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Present Place in Obstetrics for Fetal Phonocardiog- 
raphy and Electrocardiography. C. N. SMytH and 
JENNIFER L. Farrow. Brit. M. 7., 1958, 2: 1005. 


THE AUTHORS discuss the present value of phono- 
cardiography and electrocardiography in relation to 
fetal welfare and clinical obstetric practice. The tech- 
nique of recording and the apparatus used are clearly 
described. The individual applications and principal 
uses of both phonocardiography and electrocardi- 
ography are set forth. Typical phonocardiograms and 
electrocardiograms are pictured and these findings 
are most interestingly correlated with a stated clinical 
history. The possible value of fetal electroencepha- 
lography and movement recording is discussed briefly. 
The authors have, in a most interesting and concise 
manner, stated the usefulness and limitations of the 
recording techniques. — Donald R. Dye, M.D. 


The Liver in Normal Pregnancy, Pre-Eclampsia, and 
Eclampsia. E. P. Anit1a, T. P. BHARDADWway, M. C. 
Watsa, and JER Master. Lancet, Lond., 1958, 2: 776. 


LiIvER FUNCTION and structure were investigated in 
10 cases of normal pregnancy, 16 of pre-eclampsia, 
and 15 of eclampsia. On admission, following a 
routine history and physical examination, blood was 
taken for hematologic studies. The Kahn test and 
tests for plasma proteins, serum bilirubin, serum 
alkaline phosphatase (Bodansky), cephalin cholesterol 
flocculation, thymol turbidity, and nonprotein nitro- 
gen were performed. The bromsulphalein-clearance 
test was performed with 5 mgm. of the dye per kgm. 
of body weight, and clearance noted after 45 minutes. 
The patients were given 10 mgm. of vitamin K intra- 
muscularly for one or two days. Needle biopsy was 
then undertaken under local anesthesia, using a 
Vim Silverman needle. No patient had an untoward 
reaction. The biopsy material was fixed in 10 per 
cent formol saline. Sections were stained with hema- 
toxylin and eosin. 

Normal pregnancy does not seem to be associated 
with any definite alteration of hepatic structure or 
function. There seems therefore to be no justification 
for the assumption that a “pregnancy liver” exists. 
Low parity and youth seem to predispose to severe 
grades of toxemia. The symptoms, the history of pre- 
vious pregnancies, the blood pressure, the urinary 
findings, and the hematologic and biochemical find- 
ings do not show any significant correlation with the 
prognosis. Histologic findings in normal pregnancy, 
as determined from the liver biopsy material, did not 
reveal any significant deviation from normal. Occa- 
sionally there was slight reticuloendothelial hyper- 
plasia. 

In pre-eclampsia the liver was normal except for 
slight anisocytosis and anisonucleosis; often there was 
decreased stainability and eosinophilic clumping of 
the cytoplasm, and a significant amount of light 
yellowish brown pigment was present in the cells. 
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The sinusoids contained hyperplastic reticuloen- 
dothelial cells and occasionally granulocytes. There 
was a distinct increase in the number of cells showing 
binucleation. In eclampsia the histopathologic fea- 
tures were similar to those observed in pre-eclampsia 
except in 5 cases. Pronounced hepatic lesions were 
found in these cases. One of them was probably 
fulminant infective hepatitis; in the others the type 
and severity of the hepatic lesions could not be cor- 
related with any of the clinical or laboratory data. 
Exudation in the space of Disse does not seem to be 
an artifact or an agonal change. 
—Harry Fields, M.D. 


Fetal Cells in the Maternal Circulation During Preg- 
nancy. W. WEINER, Rosatie M. Cuitp, J. M. Gar- 
viE, and W. H. Peek. Brit. M. 7., 1958, 2: 770. 


FETAL CELLs in the maternal blood stream were first 
noted by Chown in 1954. Subsequent reports have 
confirmed this. A case is presented in which there 
appears to be evidence of fetal cells in the maternal 
circulation apparently associated with considerable 
fetal blood loss into the maternal circulation. The 
woman was 32 years of age and had had two previous 
pregnancies, the first of which resulted in abortion at 3 
months, the second in a stillbirth at term. The cause of 
the latter was not ascertained. 

The mother was known to have group A, Rh 
negative blood, and when seen in her third pregnancy 
presented some unusual and contradictory findings. 
The C, D, and E testing serum produced some ag- 
glutination, but the investigation revealed that anti-C 
and anti-D sera produced small agglutinates among 
large numbers of other cells which were not ag- 
glutinated. The anti-E gave negative results and anti-C 
showed almost total agglutination. The study also 
indicated a blocking antibody specific for anti-D. 

Cesarean section was done prior to term and a 
severely ill infant delivered. Coombs test was positive, 
the bilirubin was 7.9 mgm. per 100 ml., and the 
hemoglobin 5.1 grams. An exchange transfusion was 
started, but discontinued because of the condition of 
the infant. Death occurred 15 hours after birth. A 
cerebral hemorrhage and multiple petechial hemor- 
rhages were the major findings at autopsy. 

The authors think this was an example of extensive 
fetal bleeding into the maternal circulation which 
would account for the extensive anemia of the infant 
as well as the otherwise inexplicable findings of the 
agglutination tests. — James F. Donnelly, M.D. 


Macrosomatia Fetalis (La macrosomia fetale). P. 
Quinto, C. Orvanot, and F. Borticuioni. Riv. ital, 
gin., 1958, 41: 417. 


THIs EXTENSIVE STUDY On macrosomatia fetalis is based 
on a Statistical survey of the material of the Obstetrical 
Clinic of the University of Ferrara, Italy over a period 
of nearly 10 years. The authors first define the concept 
of absolute and relative macrosomatia. While it is 
traditional to call a fetus weighing 4,000 gm. or more 
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macrosomatic, the concept of relative macrosomatia 
is introduced to include in the study fetuses that, al- 
though not reaching 4,000 gm., nonetheless weigh 
more than they should according to a number of de- 
termining factors. Relative macrosomatia, therefore, 
indicates an intermediate stage through which the 
fetus passes from average weight to absolute macro- 
somatia. The authors’ definition of the normal fetal 
weight at birth is based on the study of the influence 
that weight, height, parity, and age of the mother 
have on the product of conception. The study estab- 
lished the existence of a statistical relationship between 
the weight of the fetus and the physiologic character- 
istics of the mother which it was found could be ex- 
pressed in mathematical terms applying the concept 
of regression. 

A total of 10,224 deliveries including 894 absolute 
and 681 relative macrosomatic babies, formed the 
basis of the survey. The authors’ observations would 
suggest that high stature and weight, multiparity, 
and advanced age are important factors in determin- 
ing macrosomatia. A review of the past history and of 
the course of the pregnancy of mothers of oversized 
babies showed no illness occurring with sufficient fre- 
quency to indicate a probable relationship with 
macrosomatia. 

The incidence of diabetes mellitus was low in the 
mothers of absolute macrosomatic (2.3 per cent) and 
of relative macrosomatic babies (1.7 per cent). These 
values are below those reported by other workers, 
probably because in the majority of diabetic mothers, 
in this Clinic, cesarean section was carried out around 
the thirty-sixth week of pregnancy. A large number 
(38.7 per cent) of the pregnancies of women giving 
birth to macrosomatic babies were complicated by 
nephropathies of varying severity, ranging from 
simple albuminuria to eclampsia. The problem of the 
relationship between macrosomatia and the length of 
pregnancy has been raised by many observers. In this 
series 40 per cent of the overweight babies were ap- 
parently born after term but the authors hesitate in 
accepting this observation as evidence that a pro- 
longed pregnancy contributes to the occurrence of 
macrosomatia. 

Another interesting finding was the high incidence 
of premature rupture of the membranes in the deliv- 
eries of macrosomatic babies (42.09 per cent). The 
progress of labor was influenced by the size of the 
fetus but the frequency of surgical interventions was 
not conspicuously increased. The main characteristics 
of the macrosomatic babies were studied and the 
authors’ experience seems to indicate that macro- 
somatia, when not a product of maternal diabetes, 
does not result in any significant increase in stillbirth 
or mortality at birth and the early phases of life do 
not differ from those of babies of normal weight. 
Macrosomatia brings about a definite increase in the 
average weight of the fetal adnexa and of the placenta 
in particular. 

The rather broad concept of macrosomatia fetalis 
introduced by the authors may be questioned, but the 
study is a comprehensive and well-documented review 
of the subject and of the world literature and should 
be of great interest to obstetricians. 

—Franco F. Sangalli, M.D. 


Volvulus of the Cecum Complicating Pregnancy: A 
Report of 3 Cases. Witt1AM G. WHITAKER, JR. and 
Tom S. HowELt, Jr. Am. Surgeon, 1958, 24: 753. 


VOLVULUs OF THE CECUM is an uncommon finding with 
only several hundred cases having appeared in the 
literature. Hypermobility of the cecum and transverse 
colon is essential to volvulus, although it is not always 
associated with it, as has been shown by autopsy studies. 
A precipitating mechanism apparently is also required. 
Pregnancy, labor, and delivery may represent precipi- 
tating factors. Clinically volvulus of the cecum presents 
as intestinal obstruction and varies according to the 
duration of the process and the degree of volvulus. In 
pregnancy the diagnosis is obscured by the gravid 
uterus, the presence of labor pains, and the postpartum 
state. The complication can be determined readily 
with supine and erect abdominal films. Barium may 
be used if there is some question of diagnosis following 
the plain films. A barium enema usually is more re- 
vealing. 

The treatment is immediate surgical correction. 
Usually the cecum may be untwisted and its position 
fixed with sutures. A tightly distended cecum may re- 
quire decompression before it is untwisted. Routine 
cecostomy is usually advisable since it is simple and 
offers advantages in safety. If gangrenous bowel is 
present, it must be resected. Three case histories are 
presented. Two of the cases occurred in the postpartum 
period. The third was associated with some evidence 
of labor but no cervical dilatation. All 3 mothers sur- 
vived. Bowel resection was necessary in only one. 

— James F. Donnelly, M.D. 


Dangers of Oral Therapy of Diabetes During Preg- 
nancy (Gefahren der oralen Diabetestherapie waeh- 
rend der Schwangerschaft). ANNALIESE Lass. Geburtsh. 
& Frauenh., 1958, 18: 1167. 


THE PROBLEM of diabetes in pregnancy has become 
more prominent since the fertility of diabetics has in- 
creased from 2 to 28 per cent from the improved 
treatment of the last few decades. During this period of 
careful medical supervision the maternal mortality has 
been reduced from 50 to 0.4 per cent, and the infant 
mortality to 11 per cent. The most recent advance in 
treatment of diabetes (oral therapy) would be of great 
advantage in pregnancy because of the ease of appli- 
cation and the decreased danger of maternal hypo- 
glycemia which can be fatal to the infant. Oral ad- 
ministration of the agents required, however, is not 
often successful in the younger age group with which 
the obstetrician deals. While insulin, a proteohormone 
with a molecular weight of 35,100, cannot usually 
pass the placental barrier, sulfonamides certainly can 
do so. 

The author reports the case of a 40 year old woman 
in whom diabetes was discovered during the early part 
of her second pregnancy. Initial insulin therapy was 
later replaced by BZ 55 (the most popular German oral 
agent—a sulfonyl-urea derivative). She was finally ad- 
mitted to the hospital because of diabetic coma (fast- 
ing blood sugar 390 mgm. per cent), triggered by an 
influenzal pneumonia, and had a stillbirth. The sul- 
fonamide was recovered from the placenta (2.9 mgm. 
per cent) and the fetal liver (1.8 mgm. per cent) in 
substantial amounts. 
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It cannot be stated that the BZ 55 caused the death 
of the fetus, but since it has been proved that the sub- 
stance is easily transmitted by the placenta and that 
all its effects, especially those on the unborn infant, 
are not well understood, it appears to be very unwise 
to complicate the difficult regulation of pregnant dia- 
betics further by the use of these drugs. 

—W. Dieter Bergman, M.D. 


A Histopathologic Study of the Factors Favoring Pre- 
mature Rupture of the Amniochorionic Mem- 
branes (Contributo istopatologico allo studio dei fat- 
tori che favoriscono la rottura prematura delle mem- 
brane amnio-coriali). P. Mutt and F. Noni. Minerva 
gin., 1958, 10: 573. 


PREMATURE RUPTURE of the membranes according to 
many workers causes the onset of labor in from 7 to 41 
per cent of cases. 

The authors discuss the causes of premature rup- 
ture of the membranes and mention the following: 
pressure changes in the amniotic fluid, the movement 
of the fetus’ inferior pole, the unequal distribution of 
the amniotic fluid, hyaline degeneration, edema, and 
inflammation of the membranes. The authors ob- 
served 50 cases of premature rupture of which 30 were 
at term (group 1), 10 in the eighth month (group 2), 
and 10 in the seventh month (group 3). They made 
sections of membrane taken from the places of rup- 
ture and other suspicious areas. These were stained 
with hematoxylin-eosin, van Gieson, and Mallory- 
Azan stains. 

Seventeen of all the cases were histologically nega- 
tive (34 per cent), consisting of 8 from group 1, 6 from 
group 2, and 3 from group 3. Twenty-two cases, con- 
sisting of 19 from group 1, 2 from group 2, and 1 from 
group 3, showed hyalin degeneration, edema, and 
necrosis (44 per cent). The authors hypothesize that 
the cause of these conditions may be the variations in 
amniotic fluid lipase, hyaluronidase, and proteolytic 
enzymes. They found inflammatory signs in 11 cases, 
consisting of 3 from group 1, 2 from group 2, and 6 
from group 3 (22 per cent). The high number (6) of 
premature ruptures in the seventh month is remark- 
able (12 per cent of all cases). The authors suggest 
that this may be connected with the beginning ex- 
pansion of the lower uterine segment in the seventh 
month and a consequent predisposition to infection. 

—George Sill6, M.D. 


A Review of the Aggressive Management of Abortion. 
Witus E. Brown and E. C, Haniscu. Am. 7. Obst., 
1958, 76: 716. 


A SERIES OF PATIENTS with incomplete abortion at the 
University of Arkansas Medical Center were studied. 

Two methods of management were compared: 148 
patients treated in 1950 and 1951 by conservative 
techniques, prior to or instead of curettement, and 152 
patients treated in 1956 and 1957 by an aggressive 
combination of the prompt use of antibiotics and 
oxytocics, followed by mechanical emptying of the 
uterus within 24 hours. 

The aggressive clinical program resulted in a 
diminished blood loss, a possibly decreased incidence 
of sepsis, and a definitely decreased length of hospital- 
ization. —Alan Rubin, M.D. 
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LABOR AND ITS COMPLICATIONS 


The Hemodynamics of a Uterine Contraction. 
Cuares H. Henpricks. Am. 7. Obst., 1958, 76: 969. 


THE AUTHOR reports on a study of the vascular as- 
pects of the uterine contraction, which is the basic 
unit of labor. It has long been noted that during a 
vigorous uterine contraction the cardiac output rises a 
great deal, about 30 per cent over the lowest output 
present during the uterine resting phase. This rise 
represents the total response to a complex of factors, 
i.e., the contraction itself, pain, anxiety, and non- 
uterine muscular activity. 

The author concerns himself with the volume of 
blood presented to the central circulation for disposi- 
tion, what he calls “‘volume redistribution.” Most 
commonly, the systolic pressure rises by 10 to 20 
mm. Hg, while the rise in diastolic pressure is some- 
what less. During the early part of the contraction the 
heart rate tends to rise, followed by a substantial 
lowering of the rate by the time the contraction is at 
its acme. Further, the stroke volume appears to drop 
slightly during the initiation of the contraction, after 
which it rises significantly above the base line level. 
Also, the heart rate and the stroke appear to maintain 
a somewhat reciprocal relationship throughout the 
contraction cycle. 

The author also noted that central venous pressure 
rose in response to a uterine contraction. Brachial 
venous pressure showed little or no response. Femor- 
al venous pressure rose sharply in the very earliest 
phase of the contraction, and then dropped to a 
somewhat lower elevation for the rest of the active 
portion of the contraction, after which it subsided 
to its original level. 

The article appears to offer valuable data relative 
to the hemodynamics of a uterine contraction which 
may well be used for further studies of uterine physi- 
ology. — Donald R. Dye, M.D. 


Synthetic Oxytocin (Syntocinon Sandoz) in Intra- 
venous Drip for Induction of Labor at Full Term. 
Lars EnGstrOM. Acta. obstet. gyn. scand., 1958, 37: 303. 


ONE HUNDRED patients received syntocinon to induce 
labor. Nineteen were primiparas and 81 were multi- 
paras. The indications for induction of labor were 
largely postmaturity and Rh immunization. Other 
indications included toxemia of pregnancy, fetal 
anomalies, intrauterine fetal death, and psychic com- 
plications. None of the patients had had any evidence 
of labor prior to the induction and the membranes 
were not ruptured. Labor was successfully induced in 
81 per cent of all the cases. 

On the basis of menstrual history the inductions 
were carried out at from 38 to 42 weeks of pregnancy 
with some patients falling into a later group. There 
was no difference between the degrees of success in 
the primiparas and the multiparas. Most of the patients 
also received pethidine in the intravenous solution 
by which the syntocinon was administered. The in- 
duction rate appeared to be somewhat higher in the 
patients receiving the pethidine. The drug was ad- 
ministered by means of intravenous drip, 6 I. U. 
of oxytocin in a solution of 500 c.c. of 5.5 per cent 
glucose. 
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There were no complications among the infants. 
Thirteen per cent of the mothers showed transitory 
elevations of blood pressure above the level of 150/100. 
However, 8 per cent showed a drop in blood pressure 
with mild symptoms suggestive of shock. The out- 
standing complication was postpartum hemorrhage. 
Thirty-seven per cent of the induced patients lost 
more than 500 c.c. of blood, in contrast to a control 
series in which the incidence of postpartum hemor- 
rhage was only 10 per cent. The intravenous drip 
method of administering oxytocin is safer than the 
intermittent intramuscular administration since it can 
be more carefully controlled. Intravenous administra- 
tion, however, requires much closer supervision on 
the part of the medical and nursing staff. 

Because of the possibility of complications, induction 
of labor by this method should not be used as a matter 
of routine, but only in the cases in which delivery is 
indicated. Preparation for the complication of post- 
partum hemorrhage is essential. The drip should be 
continued following delivery, and the rate of the drip 
at which it is administered should be increased. 

— James F. Donnelly, M.D. 


Spontaneous Premature Rupture of the Membranes. 
CuHarRLes E, FLowers, JR., JAMES F. DONNELLY, Ros- 
ERT N. CrEADICK, BERNARD G. GREENBERG, and H. 
Brapv.Ley WELLS. Am. 7. Obst., 1958, 76: 761. 


A stupy was made of approximately 7,500 infants 
weighing 400 grams and delivered in connection with 
the obstetrical services of three medical schools. 

The over-all incidence of premature rupture of the 
membranes was 15.8 per cent. The incidence of pre- 
mature rupture of the membranes among the fetal 
and neonatal deaths was 26.7 per cent. 

Premature rupture of the membranes occurred in 
association with a sizable number of major obstetrical 
complications. Infection was the principal lethal 
factor in the infant deaths which were primarily due 
to premature rupture. It occurred more frequently 
among the nonwhite and less educated mothers, and 
was tolerated less well by the older mothers from 
lower socioeconomic groups, whether the classification 
was based upon the mother’s education, race, or the 
father’s occupation. 

Premature rupture of the membranes is a major 
obstetrical complication which requires additional 
study. —Alan Rubin, M.D. 


NEWBORN 


Two Cases of Subcutaneous Phlegmon in the New- 
born (Su due casi di flemmone sottocutaneo in neo- 
nato). P. BERGAMASCHI. Arch, ostet. gin., 1958, 63: 439. 


THE AUTHOR reports on 2 cases of neonatal subcuta- 
neous phlegmon caused by staphylococci. The first 
patient had an infection in the dorsal area at the level 
of the fourth thoracic vertebra 5 days after he was 
born. The infected area was drained and culture re- 
vealed Staphylococcus aureus which was sensitive to 
all the antibiotics except penicillin. He was placed on 
streptomycin-terramycin therapy but in spite of this 
the infection spread and a large segment of skin 
sloughed away. The infant died after 25 days of 
illness. 





The second child had furuncles in the occipital and 
right retroauricular area. Penicillin therapy was 
started. On the third day a reddened area developed 
on the right arm which extended into the axilla. This 
area was incised and drained and culture again re- 
vealed staphylococci sensitive to all antibiotics except 
penicillin. The child was placed on tetracycline ther- 
apy and prompt improvement was noted. 

The author reviews the literature on resistant staph- 
ylococcal infections and recommends ample drainage 
with antibiotic therapy as indicated by sensitivity 
tests. —Lucian J. Fronduti, M.D. 


MISCELLANEOUS 


ae and Treatment of Sheehan’s Syn- 

drome (Zur Symptomatik und Therapie des Sheehan- 
Syndroms). F, LarGiapER. Schweiz. med. Wschr., 1958, 
88: 901. 


FROM THE MANY VARIETIES of hypophysial insuff- 
ciency, Sheehan selected the one caused by postpartal 
necrosis of the adenohypophysis as an etiologic, patho- 
genic, and clinical entity. The syndrome that bears 
his name comprises almost one half of all cases of 
chronic hypopituitarism. 

Two factors are essential for the development of 
the clinical picture: pregnancy, chiefly at the time of 
physiologic confinement, and collapse, at the time of 
birth. Pregnancy is important in that it causes hyper- 
trophy of the pituitary and thereby also increases its 
sensitivity to damage. Collapse is almost always 
caused by massive blood loss, which, by thrombosis of 
the afferent veins, leads to hypoxia and ischemic (hy- 
peremic according to Pliess) coagulation necrosis of 
the anterior lobe of the hypophysis. The middle and 
the posterior lobes are almost never affected. The 
loss of the posterior lobe manifests itself by diabetes 
insipidus. 

In advanced cases one finds fibrosis or complete 
atrophy of the anterior lobe. The extent of the necro- 
sis is approximately proportional to the severity of the 
blood loss and the duration of the collapse. Accord- 
ingly, widely varying intervals may be noted between 
the etiologic collapse and the beginning of the illness, 
and all transitions from partial or selective loss to com- 
plete global anterior lobe insufficiency observed. It 
appears that a 65 to 75 per cent parenchymal loss is 
necessary to produce clinical manifestations, and that 
the full syndrome is not seen with a loss of less than 
90 to 95 per cent. 

The prognosis depends on a complex of factors, 
particularly the extent of the necrosis and the therapy. 
Early mortality is caused by adrenocortical insuff- 
ciency in stress situations. Late mortality is also 
caused by this condition or by hypoglycemic coma, an 
adrenocortical crisis, coma caused by hypothermia or 
hyperthermia, or mixed hypophysial coma that does 
not respond adequately to monovalent therapy such 
as bringing the blood sugar to a normal level. 

To illustrate the development, symptomatology, 
and treatment of the Sheehan syndrome, the author 
presents a classical case of a 30 year old woman who 
had a cesarean section after a severe hemorrhage due 
to placenta previa. She was in shock postoperatively 
and responded slowly and poorly to treatment. 
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The symptoms and therapy are analyzed under the 

following headings: 

. Thyrotropic hormone deficiency. 

. Adrenocorticotropic hormone deficiency. 

. Lack of gonadotropic hormone, both follicle- 
stimulating and luteinizing. 

. Lack of lactogenic hormone. 

. Lack of somatotropic hormones. 

. The pigment hormone, melanocyte-stimulating 
hormone. 

7. Nonspecific somatic symptoms. 

8. Endocrine psychic disturbances. 

The author concludes that the direct administra- 
tion of hormones, whose production depends on 
stimulation from the pituitary, has proved most ade- 
quate. Typical of these are cortisone and thyroxine. 
The administration of the mineralocorticoids has not 
been found necessary, since the urinary aldosterone 
excretion was found to be within normal limits, and 
was therefore considered to be largely independent of 
ACTH. — Max L. Smith, M.D. 
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Genital Malformation of a Female Fetus Following 
Administration of a New Synthetic Steroid During 
Pregnancy (Malformation génitale du foetus féminin 
aprés administration d’un nouveau stéroide de syn- 
thése pendant la grossesse). P. J. CARPENTIER. Bull. 
Soc. Roy. belg. gyn. obst., 1958, 28: 137. 


THE PROGESTATIVE ACTION of methylestrenolone when 
administered sublingually is ten times greater than 
that of progesterone given intramuscularly. The 
author has used it clinically for diverse purposes, in 
dosage rarely exceeding 5 mgm. daily for a maximum 
period of 5 days. In some cases in which this steroid 
was administered for a longer period in doses of 2.5 
to 15 mgm. daily, certain symptoms developed which 
were not understood until later. No experimental 
treatises were available yielding information as to the 
possible effects of the long continued administration 
of methylestrenolone. 

A case is reported of a pregnant woman, in whom 
the drug apparently affected the embryo. Somewhat 
similar findings were described in 3 other cases in 
which more or less long term administration of this 
steroid was carried out. 

The case under consideration was that of a woman 
of 31 years of age, who had been subjected to thy- 
roidectomy at the age of 14 years and had suffered 
from time to time thereafter from attacks of tetany, 
occasionally associated with loss of consciousness. Her 
first child, born in 1950, was delivered normally and 
developed normally. Her second child died 24 hours 
after birth. The third infant was born prematurely 
with fetal hydrops. It was during this pregnancy that 
the rhesus antagonism of the parents was discovered. 
Her fourth, fifth, and sixth pregnancies all ended 
toward the fifth month with expulsion of hydropic 
macerated fetuses. Examination during the pregnancy 
in question, her seventh, revealed normal urine and 
normal endocrine function. However, as some active 
treatment to combat the rhesus antagonism seemed 
indicated, it was decided with the patient’s consent 
to try methylestrenolone, a drug hitherto not used for 
this condition. 

She was given 10 mgm. of methylestrenolone (or 
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methylnorestosterone) daily from the twelfth to the 
twenty-third week of her pregnancy. Shortly after the 
administration of the methylestrenolone was dis- 
continued, the fetus died in utero and it was expelled 
10 days later. It was macerated and very hydropic, 
and the sex could not be determined upon clinical 
examination. 

A study of the sex chromatin pattern and an 
autopsy revealed a genetically female fetus with pro- 
nounced masculinization of the external genitalia. 

To date, such malformations have been described 
following the administration during pregnancy of 
methylandrostenediol, testosterone, and ethinyl tes- 
tosterone (or pregneninolone). One case reported by 
Vandekerckhove, in 1954, was remarkable in that 
even following perlingual administration of increasing 
doses of methylandrostenediol to a total of 6,850 
mgm., the newborn female infant showed no genital 
malformation. It is suggested that perhaps the dosage 
sequence (small doses up to the twenty-fourth week), 
the mode of administration (perlingual as compared 
with intramuscular administration), or perhaps a less 
marked sensitivity to this steroid on the part of the 
infant and mother might be responsible. This would 
seem to be in accord with the observation that in this 
case, in contradistinction to others, there was no in- 
dication of virilization in the mother. 

—Edith Schanche Moore. 


The Fetus of Multiple Gestations. ALan F. Gurr- 
MACHER and ScHuYLER G. Kou. Obst. Gyn., 1958, 12: 
528. 


THE AUTHORS analyzed 1,327 twin deliveries which 
occurred among 117,764 deliveries between January 
1, 1950 and December 31, 1956. On the basis of this 
series and a study of the current literature, they are 
able to make practical suggestions for the improve- 
ment of fetal salvage. The critical weight for the 
survival of twins seems to be 2,000 grams, this weight 
being reached by the end of the thirty-fifth week. The 
likelihood of postponing the onset of labor beyond 
this time by hospitalization and bed rest is considered. 
They recommend that the first twin be delivered 
spontaneously or by low forceps if it is a cephalic 
presentation. The second twin should be delivered 
immediately. If possible, the second twin should be 
converted to a cephalic presentation by combined 
external and internal manipulations while the mem- 
branes are still intact. Then the membranes should be 
ruptured and the head guided into the pelvis. Spon- 
taneous or low forceps delivery is indicated. Intra- 
partum oxygen is recommended. 

The authors also present interesting comparative 
figures—twin and singleton—of growth and develop- 
ment. —Donald R. Dye, M.D. 


Symposium on Fetal Salvage: Steroid Hormones in 
Human Reproduction. M. Epwarp Davis and E. 
Jircen Pratz. Bull. Margaret Hague Mat. Hosp., 1958, 
10: 53. 


THE APPLICATION of newer biochemical techniques 
has led to a significant increase in our knowledge of 
the steroid hormones and of their role in pregnancy. 
A corpus luteum of the ovary is the principal source of 
progesterone estrogen in the early phase of pregnancy. 
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This body apparently is essential to the early implan- 
tation and development of the conceptus. The pla- 
centa takes over this function as it develops. The time 
at which the placenta assumes this function apparent- 
ly differs from one individual to another. Bilateral 
ovariectomy in a patient who was 19 weeks pregnant 
revealed that the excretion of pregnanediol, preg- 
nenolone, estrogens, and corticoids remained normal. 
However, there was a decrease in the amount of 
androgenic metabolites. It seems possible that the 
ovaries, therefore, may be the source of some of the 
androgenic hormones which are produced during the 
pregnant state. The striking hypertrophy of the theca 
interna cells during pregnancy suggests they may be 
the cells responsible for the elaboration of the andro- 
genic hormones. Radioactive tagged acetate adminis- 
tered to a pregnant woman was recovered in large 
quantities in the corpus luteum subsequently removed 
at surgery. The radioactivity was now in the form of 
cholesterol suggesting very rapid synthesis of choles- 
terol in the corpus luteum. It has been established 
that corpus luteum is not essential to the maintenance 
of pregnancy after the nineteenth week. However, in 
view of this marked synthesis of cholesterol it may be 
of importance in the synthesis of other hormones. 

The placenta assumes the major production of 
estrogen and progesterone early in pregnancy, at 
least by the tenth to the twelfth week. Cholesterol 
which is essential to the synthesis of the steroid hor- 
mones has been found as early as the seventh week 
and is also present in the term placenta. The placenta 
apparently does not produce androgenic hormones. 
Under certain conditions the placenta has been found 
capable of changing progesterone to a 6-keto-proges- 
terone, although the significance of this is not 
understood. 

Recent autopsy studies indicate that the gross ap- 
pearance of the adren> glands of pregnant women 
does not differ significandy from the appearance of 
the glands of those who are not pregnant. However, 
marked histologic changes are found particularly in 
the zona fasciculata. These changes indicate hyper- 


activity and suggest that the increased activity of the 
adrenal gland is not a total change but a specific qual- 
itative alteration. Certain experiments indicate that 
progesterone may be a precursor of the adrenal cor- 
tical hormones which would fit in with the observed 
findings of specific increase in functional capacity of 
the maternal adrenal gland. 

The fetal adrenal gland is unusually large and in- 
volutes rapidly after birth. Most of the enlargement is 
associated with an inner zone known as the “fetal 
cortex.” The function of this area is not known al- 
though it appears that this may be the origin of some 
of the androgenic hormones in early fetal life. Ob- 
servations have indicated that the fetal adrenal gland 
concentrates radioactive cholesterol after tagged ace- 
tate is injected into the mother. The concentration of 
the important precursor cholesterol strongly suggests 
that this zone produces steroid hormones, the nature 
of which are not clear. 

Studies with radioactive acetate indicate that ace- 
tate is synthesized to cholesterol and this in turn to 
progesterone; progesterone is then metabolized to 
pregnanediol. There is a possibility also that proges- 
terone may be metabolized or converted to other 
steroids. The fate of progesterone in the body has al- 
ways been of considerable interest since the levels of 
progesterone in the blood stream are usually quite 
low and constant. This is true regardless of whether 
the pregnanediol urinary excretion is high or low. 
Experiments with the tagged progesterone indicate 
that the progesterone is removed rapidly from the 
blood stream and deposited in the fatty tissues of the 
body. It is then apparently metabolized and excreted 
primarily by way of the urine and feces, although 
slight excretion was noted via the skin. Tissue assays 
of the myometrium and the decidua reveal only 
moderate amounts of the progesterone or its metabo- 
lites present in these tissues which are generally con- 
sidered the target organs for this hormone. The 
mechanism of the biologic action of progesterone on 
the myometrium and the decidua remains unex- 


plained. — James F. Donnelly, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Hypertension Due to an Accident (Hypertonie als 
Unfallfolge). P. Corrmr, E. Witpspouz, and H. 
Cortier. <schr. Urol., 1958, 51: 441. 


An 8 YEAR OLD BOy sustained an injury to the right 
side of his abdomen in 1950 while bobsledding. The 
blood pressure at the time of admission was found to 
be 110/70. Because of a high white blood cell count 
an appendectomy was carried out, but the appendix 
was found to be normal. 

One month later the patient was readmitted be- 
cause of general malaise. At that time hematuria oc- 
curred. An intravenous pyelogram was done 6 weeks 
thereafter, which revealed no excretion of dye on the 
right side but a shadow in this area. It was believed 
that the patient had a Wilm’s tumor. A renal rupture 
was not considered at that time and a retrograde 
pyelogram was not performed. The patient was op- 
erated upon after 6 days. After opening the abdomen, 
a large retroperitoneal mass was found on the right 
side and the surgeon did not think a radical resection 
was possible. A puncture of the tumor did not show 
any evidence of fluid. The tumor was biopsied, since 
it was still believed that it was malignant. A retro- 
peritoneal lymph node was also excised, but the histo- 
logic report of these two specimens revealed that the 
first one was atrophic renal tissue and the second had 
no pathologic changes. 

Four months later the blood pressure was 145/120. 
Another blood pressure reading made in 1956 revealed 
a hypertension of 240/140. The patient also had 1+ 
albuminuria. The patient was then admitted to the 
authors’ hospital and a right retrograde pyelogram 
was made which revealed an atrophic right kidney. 
It was decided that the patient’s hypertension was due 
to this condition and a nephrectomy was carried out. 
The pathologic report was an atrophic kidney with a 
pararenal cyst. Following the operation the blood 
pressure went down to 150/80 and 8 months later was 
110/70. —Frank R. Lichtenheld, M.D. 


Traumatic Renal Hypertension, Case Report (Ueber 
einen Fall von traumatischem renalem Frochdruck). 
K. Pu. Bopp and E, P. BLeIcuine. Schweiz. med. Wschr., 
1958, 88: 978. 


THE AUTHORS refer to an article previously published 
in the same journal entitled ‘‘Blood Pressure Behavior 
and Renal Hemodynamics Before and After Nephrec- 
tomy for Severe Hypertension following Renal 
Trauma.” This report is on a similar case in which 
severe hypertension with angiospastic retinitis was 
caused not by a hematoma, but probably by trauma 
to the hilum of a congenitally dwarfed kidney. 

The patient sustained a contusion of the left side of 
the abdomen, a fracture of the tibia, and a concussion 
of the brain in a traffic accident. He was in deep 
coma. The initially suspected rupture of the spleen 
was not confirmed. For many days the patient com- 
plained of considerable pain in the left side of the 


epigastrium which suddenly subsided. Several weeks 
after initial recovery, the patient began complaining 
of severe headaches, and a rapid rise in the blood 
pressure, initially around 130/70, was noted. Shortly 
afterwards the patient complained of visual disorder, 
and ophthalmologic examination revealed an early 
angiospastic retinitis in the right eye. The left eye had 
been enucleated after injury a few years ago by the 
attending ophthalmologist who denied emphatically 
any previous fundic changes in the remaining healthy 
eye. 

On admission to the medical clinic of the Johannes 
Gutenberg University, Mainz, his blood pressure was 
found to be elevated to 200/140. The urine was posi- 
tive for albumin, and the sediment contained a few 
leucocytes, many erythrocytes, and hyaline, as well as 
a few granular casts. In view of the preceding brain 
concussion and the persisting encephalographic 
changes, the central nervous system was initially sus- 
pected to be the cause of the elevated blood pressure. 
Symptomatic therapy with serpasil resulted in a drop 
of the blood pressure to 150/110. There was no per- 
ceptible change in the angiospastic retinitis. Urinaly- 
sis showed fluctuating results; the albumin was at 
times positive, and corpuscular casts were found 
which indicated severe renal injury. The specific 
gravity of the urine remained stable, around 1,012. 
The clearance examination confirmed only a severe 
disturbance of renal function without being of any 
further diagnostic help. 

A subsequent intravenous pyelogram revealed com- 
plete absence of function of the left kidney, and retro- 
grade pyelography showed narrowing of the left 
ureter. Both examinations failed to outline the left 
renal shadow, and further examination confirmed 
complete malfunction of the left kidney. In view of 
suspected renal trauma, a left nephrectomy was per- 
formed. The specimen was found grossly to be a hypo- 
plastic kidney measuring 6 by 4 by 3 cm. Microscopic 
examination revealed extensive loss of tubules resulting 
in a closer accumulation of the glomeruli as far as they 
were preserved. Round cell infiltrates were found in 
the connective tissue and, furthermore, there was a 
small infarct which was attributed to severe arterio- 
sclerotic processes in the kidney. 

Immediately following nephrectomy, the blood 
pressure dropped to normal, and the patient’s general 
condition, as well as his visual disturbance, improved 
rapidly. Renal function returned to normal within the 
subsequent course, and the angiospastic retinitis dis- 
appeared. During the initial period of rapid return to 
normal of the blood pressure, the patient complained 
of dizziness which subsided rapidly. 

In summary the author stresses the severity of the 
left-sided abdominal trauma which led to the sus- 
picion of a rupture of the spleen. Renal trauma could 
not be diagnosed initially because of negative urinaly- 
sis. It is impossible to understand why at that time 
the urine was not at least blood-tinged, but immediate 
malfunction of the left kidney can be accepted. Sedi- 
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mentation findings were not at all constant; the sedi- 
ment was normal on several occasions. A period of 
6 to 7 weeks before the development of hypertension is 
in accordance with the observations made by Cottier 
and associates in a case they have reported. The rapid 
development of angiospastic retinitis is surprising. 

— Max L. Smith, M.D. 


Renal Vein Catheterization and Venography. W. S. 
Peart and Davin Sutton. Lancet, Lond., 1958, 2: 817. 


BECAUsE OF the technical difficulty encountered in 
catheterization of the left renal vein, a new technique 
which utilizes the bending of a catheter tip under 
x-ray observation is described. The special catheter 
consists of a modified American nylon catheter, usu- 
ally No. 8. The catheter is cut down to 35 cm. in 
length. A No. 5 nylon filament is threaded to an eye- 
less round-bodied needle and passed from inside to 
outside through the wall of the catheter 2.5 cm. from 
the tip. It is secured with a single knot cut short. Next, 
the needle is passed through the wall into the lumen 
again 3 cm. below and the thread is brought out of 
the bottom end of the catheter. The needle is again 
passed through the wall of the catheter from inside to 
outside, just above the syringe mounting. It will then 
be found that traction on the thread will bend the tip 
in the required direction. 

With local anesthesia the saphenous vein is exposed 
below the saphenous ring; the catheter is introduced 
and passed upwards. Under x-ray observation, the tip 
of the catheter is advanced to the level of the first 
lumbar vertebra and traction is applied on the thread 
so as to bend the tip and bring it up against the lateral 
wall of the inferior vena cava. When the catheter is 
pulled down gently, maintaining traction, the tip will 
usually spring into the mouth of the renal vein. The 
thread is then released and the tip of the catheter can 
be advanced down the renal vein. During this pro- 
cedure normal saline solution containing 1,000 units 
of heparin per liter is dripped through the catheter. 
Venography is performed by injecting 15 ml. of 70 
per cent “diagonal” or 70 per cent “‘pyelosil.”” The 
contrast medium is injected as rapidly as possible, the 
total dose being delivered within 2 seconds. A film is 
taken as the injection reaches its close. Renal venog- 
raphy has been claimed to be of value in the diagnosis 
of such renal lesions as renal tuberculosis and poly- 
cystic kidneys. It is doubtful, however, whether its use 
as a purely diagnostic method is justifiable in view of 
the simpler radiologic techniques available. The new 
techniques here described enable arteriovenous extrac- 
tion ratios to be performed on both kidneys for com- 
parison. In the past both sides have not been very 
much used because of fear of admixture with non- 
renal blood on the left. The only complication in the 
series reviewed has been a local thrombophlebitis in 
the saphenous vein in one patient. 

—Ray C. Johnston, M.D. 


Renal Angiography During and After Unilateral 
Ureteric Occlusion. Torst—EN Wiptn. Acta radiol., 
Stockh., 1958, Supp. 162. 


THE AUTHOR presents a detailed report of long term 
studies in female dogs of angiographic changes during 
an occlusion period of 4 to 77 days and a postocclusion 





period of 3 to 7 months. Angiography was done before 
the ureter was ligated close to the bladder, during 
the ligation period, and after the release of the oc- 
clusion by establishment of an anastomosis between 
the ureter and the bladder. 

At the end of the postrelease period, which varied 
from 3 to 20 months, the kidney on the ligated side 
showed gross and microscopic changes varying in 
severity with the length of the ligation period. Grossly 
there was some degree of atrophy; microscopically, 
there were atrophy of the parenchyma and fibrous 
proliferation although groups of normal nephrons were 
observed. The weight of the kidney decreased most 
rapidly during the first 30 to 40 days. 

Angiography during ligation showed a decrease in 
the caliber of the renal artery to about half its original 
size. After release, the caliber returned to normal when 
the ligation period had been short but did not change 
if ligation had exceeded 30 to 40 days. The kidney 
increased in size during ligation but returned to 
normal or near nortaal after release, provided the 
ligation period had been fairly short. 

Increase in the caliber of the renal artery after 
release was not accompanied by a corresponding 
change in weight or function of the kidney. 

This very comprehensive report includes discussion 
of earlier studies, the normal anatomy and angiography 
of the canine kidney, and technical details of the 
angiographic and surgical procedures used. Through- 
out, changes induced by these procedures in the 
contralateral kidney are described. The article is 
well illustrated and a sizable bibliography is ap- 
pended. —Paul R. Leberman, M.D. 


Late Injuries Following Pyelography with Thorotrast 
(Spaetschaeden nach Pyelographie mit Thorotrast). 
R. WEYENETH. Cschr. Urol., 1958, 51: 513. 


AFTER giving a brief history of the use of thorotrast, 
the author describes in detail 4 cases of late thorotrast 
injury to the kidneys, including one case of carcinoma. 
In the first case, a 29 year old female, bilateral thoro- 
trast pyelography was used to determine the cause of 
lumbar pain. Three years after right nephropexy for 
the demonstrated right nephroptosis, the patient com- 
plained of pain in the left renal region, which radiated 
downward along the left ureter. The patient recovered 
following right nephrectomy. A microscopic study of 
the specimen revealed extensive granulomata with 
scattered thorium phagocytes enclosing the nerves, a 
possible explanation for the pain. The perirenal tissues 
were also edematous but showed little thorium deposit. 

The second case was that of a laborer, 55 years of 
age, in whom symptoms developed some 15 years after 
thorotrast pyelography for infected uronephrosis. At 
this time urography revealed no secretion from the left 
kidney, but in its place was a large irregular thoro- 
trast deposit, especially about the lower pole of the 
kidney, enclosing the upper third of the ureter. A left 
nephrectomy that included 15 cm. of the ureter was 
performed and the specimen formed a fibrous shape- 
less mass. The patient recovered; a lumbar fistula per- 
sisted for several months after the operation. Exam- 
ination of the operative specimen revealed typical 
abscessing pyelonephritis with atrophy of the cortex. 
Masses of thorotrast encapsulated in sclerotic tissue 
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were found both in the renal medulla and cortex. 
Scattered necroses, mostly calcified, were observed 
with typical vascular changes also in the vicinity of 
the granuloma. The thorotrast deposits were chiefly 
extrarenal, perihilar, and, in particular, periureteral. 
The entire ureteral wall was transformed into a rigid 
fibrous tube. 

The third case was observed in a seamstress of 52 
years. Bilateral thorotrast pyelography was done for 
hematuria. Eighteen years later a hysterectomy for 
adenocarcinoma was performed, which was followed 
by a ureterovaginal fistula and pyelonephritis. The 
patient died of uremic coma and bronchopneumonia 
about a month later. The relatively rapid failure of the 
kidney was attributed to thorotrast deposits and 
changes in the kidney. Portions of both kidneys were 
wholly sclerotic. Apparently this condition had been 
fairly well tolerated for years. An acute infection pre- 
cipitated renal failure and aroused a latent injury. 

The fourth case concerned a tailor of 68 years, who 
was subjected to bilateral thorotrast pyelography for 
left renal pain, probably caused by left hydronephro- 
sis. Following pyelography, the left kidney was ex- 
posed and a temporary nephrostomy was performed. 
He was discharged apparently cured, but 5 years later 
the pain in the left renal region recurred and he was 
treated by urinary disinfection and massage of the 
prostate. When seen again in 1956 he was suffering 
from marked dysuria and hematuria. Urography re- 
vealed normal secretion on the right side with 2 small 
thorotrast deposits in the kidney region, but on the left 
side there were large irregular thorotrast shadows and 
the secretion of the upper pole was diminished. A 
recommended left nephrectomy was refused and 
shortly thereafter hematuria recurred. The patient 
then agreed to have a nephrectomy, which revealed 
a large, tumorlike mass adherent to the descending 
colon and the adrenal gland. The left kidney and 
adrenal were removed. Examination of the specimen 
revealed a carcinoma in the vicinity of the thorotrast 
deposits; the carcinoma proved fatal 7 months follow- 
ing the nephrectomy. 

Following the presentation of these 4 case reports, 
the author reviews the literature on the sequelae of 
diagnostic injections of thorotrast, including late in- 
juries following intravascular administration, late in- 
juries following intracavitary administration, and late 
injuries following direct injection of thorium into the 
tissues. 

The late injuries from thorium dioxide used for 
demonstration of the seminal vesicles and in pyelog- 
raphy are likewise reviewed. In the former, the thoro- 
trast frequently forms permanent deposits with retro- 
grade filling of the ductus deferens, resulting in the 
danger of excretory sterility due to inflammatory re- 
actions, or of germinal injury due to radioactivity. 
Thorotrast vesiculography has therefore been discon- 
tinued. In pyelography thorotrast lesions become 
manifest only after a long period of latency, but grad- 
ually the number of such cases has increased and the 
late effects have been recorded in the literature. Three 
types of permanent deposit in the urinary tract have 
been described: (1) deposit from precipitation in the 
walls of the pelvis, (2) deposit from reflux of the 
thorotrast into the renal parenchyma itself or into the 
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peripelvic or periureteral area (cases 1 and 2), (3) de- 
posits in the subcapsular area following traumatic 
lesions of the parenchyma. Typical roentgenograms are 
shown. Prognostically thorotrast deposits in the par- 
enchymal region, the fornix, and the peripelvic and 
periureteral area have the most serious import, and 
are due to pyelorenal reflux. The striking frequency of 
thorotrast reflux (the author has observed 30 cases 
from 1935 to 1941) is attributed to the high viscosity 
of the agent which makes the use of high pressure 
necessary. Reflux images may be pyelotubular, pye- 
lovenous, or pyelolymphatic. In the first type the 
process is reversible, but once the thorotrast enters the 
higher areas of the tubules, permanent deposits form. 
In the pyelovenous and pyelolymphatic refiuxes the 
thorotrast gains access through parietal tears into the 
fornix, veins, lymph vessels, and the perivascular tissue 
spaces and thus to the fatty connective tissue about 
the pelvis, into the lymph spaces, and interstices of 
the kidney itself. Such penetration has been blamed 
on excessive pressure in the injection. From the venous 
and lymphatic pathways, the thorotrast gains access 
to the hepatosplenic region and its related lymph 
nodes. 

The permanent deposit of thorotrast following pye- 
lorenal reflux in the kidney and perirenal tissue is of 
great significance in relation to late sequelae, since one 
has to deal with an irreversible process, and because 
the pyelography is often performed routinely, and 
frequently bilaterally, in normal kidneys. It is followed 
only rarely by nephrectomy. Although permanent 
thorotrast deposits in the kidney and perirenal fatty 
tissues were reported as early as 1932, thorotrast con- 
tinued to be used for pyelography for many years. The 
clinical symptoms, urinary findings, diagnosis, and 
differential diagnosis are discussed. Intracavitary and 
paracavitary deposits are described as well as deposits 
in and transportation through the lymphatics with 
deposits in the lymph nodes, the reticuloendothelial 
system of the liver, the spleen, and bone marrow. 
Histologic changes include changes in the renal 
parenchyma ranging from sclerosis of the interstitium 
and isolated radial tracts of lymphoplasmocytes ex- 
tending from the renal pelvis to the capsule, to large 
intraparenchymatous deposits in the kidney,and finally 
to massive thorotrast impregnation of various renal 
areas (infarcts) with typical thorotrastomas encapsu- 
lated in connective tissue and intervening lympho- 
plasmocyte infiltration. Numerous such scars may re- 
sult in partial or complete destruction of the kidney. 
The changes in the pelvis and ureteral wall and the 
extrarenal lesions are described in detail, as well as the 
vascular changes and the close relation of the reticulo- 
endothelial system to the nature of the thorotrast col- 
loid. The late injuries due to thorotrast pyelography 
are histologically typical. The local reaction consists of 
an indurative process of the connective tissue, an 
aseptic inflammation, dense cicatrization and necrotic 
foci filled with thorotrast particles. There are fre- 
quently extensive necroses and fresh storage of thoro- 
trast in the large cells, which, as they degenerate, 
liberate thorotrast to be phagocyted anew. This is a 
specific thorotrast effect, the storage being primary. 

Finally, the danger of tumor formation from thoro- 
trast deposits is discussed, with a detailed review of 
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experimental studies in animals and observations from 
industrial medicine. Two tables list the cases of car- 
cinoma and sarcoma following thorotrast injections re- 
ported from 1947 to 1957 inclusive. Nine cases of car- 
cinoma and 8 cases of sarcoma are included. Three 
cases of carcinoma followed hepatosplenography and 
were located as follows: one bilateral alveolar car- 
cinoma of the lungs, one primary carcinoma of the 
liver, and one adenocarcinoma of the biliary tract. 
One case of carcinoma of the lower eyelid followed 
thorotrast demonstration of the lacrimal tract, one 
bronchial carcinoma followed bronchography, and 2 
cases of carcinoma of the liver followed arteriography 
with thorotrast. Two cases of endothelial sarcoma of 
the liver followed hepatosplenography, one case of 
sarcoma of the renal pelvis followed pyelography, and 
4 cases of endosarcoma of the liver and one case of 
fibroplastic sarcoma at the site of injection followed 
arteriography of the cerebral vessels. It is well known 
that the prolonged action of a radioactive substance 
such as thorium, and especially its decomposition 
products, will cause malignant tumors in man and 
animals. In the case of carcinoma of the kidney re- 
ported by the author, malignancy developed 21 years 
following pyelography. 

In conclusion it is emphasized that the permanent 
injuries due to thorotrast pyelography may be local 
(granuloma), general (dystrophia lenta of the liver and 
spleen and lymph glands as well as the bone marrow, 
panmyelophthisis,), or include malignant degenera- 
tion, as in the fourth case of the present series and the 
case reported by Zollinger in 1949. In addition to the 
radioactive effect one has to consider the foreign body 
effect which leads to proliferation of tissue. The long 
period of latency is emphasized as well as the possible 
late injuries attributable to small intracavitary de- 
posits of thorotrast. Urologists should watch for these 
by checking the urinary findings, hemograms, and 
uropyelograms. When large thorotrast deposits are 
found, nephrectomy may be indicated if the other 
kidney is intact, or partial nephrectomy when the 
deposits are circumscribed. —Edith Schanche Moore. 


Diverticulum of the Renal Calyx (Kalyxdivertikel), 
AvrEL Noszkay. “schr. Urol., 1958, 51: 457. 


AFTER a discussion of the literature on the subject of 
diverticula of the renal calyx, the author states that 
only 82 cases have been reported. He adds 2 additional 
cases of his own. 

In 50 per cent of all reported cases, small or large 
calculi have been found inside the diverticulum. Most 
workers believe that the diverticulum has an embry- 
onic origin and that diverticula are not formed later in 
life. As a differential diagnosis hydrocalyx, renal ab- 
scess, tuberculosis, and in rare cases, renal tumors have 
to be considered. The usual symptoms, when present, 
are more or less striking backaches and the symptoms 
which can be observed during pyelonephritis. The 
latter symptoms will occur if there is a stationary in- 
fection in the diverticulum. 

The recommended treatment for this abnormality 
is resection of the diverticulum. If the diverticulum is 
located in the upper or lower pole of the kidney, a 
partial nephrectomy should be carried out. If the 
diverticulum is located in the midportion of the kid- 


ney, a nephrotomy is advisable. The diverticulum 
should be resected and the lumen packed with fat. 
—Frank R. Lichtenheld, M.D. 


Effect of Renal Tubular Acidosis on Calcium Excre- 
tion. W. S. Bautp, S. A. MacDonaLp, and Mary C, 
Hint. Brit. J. Urol., 1958, 30: 285. 


THE NORMAL INDIVIDUAL maintains urinary calcium 
in a soluble form by excreting either acid or citrate in 
the urine. These mechanisms for the maintenance of 
calcium solubility are complementary to one another, 
since citrate excretion increases as urinary acidity de- 
creases. The inability of the kidney to excrete acid or 
citrate, renal tubular acidosis, results in nephrolithia- 
sis and nephrocalcinosis. 

In order to understand the altered chemical rela- 
tionships which occur in renal tubular acidosis, it is 
necessary to consider the accepted theory for urinary 
acidification. The first stage is the production of hy- 
drogen ions. These arise from the ionization of H,CO,, 
this acid in turn being produced by the union of water 
and carbon dioxide. This hydration of carbon dioxide 
in the tubular cell is catalyzed by carbonic anhydrase 
(inhibited by diamox). With the ionization of car- 
bonic acid, HCO; becomes available; this passes into 
the plasma where it may be measured indirectly as 
CO, combining power or directly as plasma HCQ,. 

The second stage is the secretion of H+ into the 
tubular lumen. Carbonic acid, being a weak acid, is 
only partially ionized into H+ and HCO; at the 
pH found within the tubular cell. Production of 
HCO; in sufficient quantity to maintain plasma 
HCO; above the acidotic range therefore occurs 
only if H+ is secreted. As H+ passes from the cell 
into the lumen, more HCO; becomes available for 
absorption into the plasma. 

The third stage is the buffering of the hydrogen ions. 
Since urine cannot become more acid than pH 4.8 to 
5 (corresponding to 0.01 mEq. of H+ per liter), ap- 
preciable secretion of H+ occurs only if the ions can 
be buffered. Of the three buffering reactions dis- 
cussed, two result in changes in the urine which can 
be measured (viz., titratable acid, NH,+-). The third 
reaction results in the production of CO, which es- 
capes from the urine throughout the terminal nephron 
and bladder and cannot be measured. 

When the mechanism fails at any of these stages, 
the kidney is unable to excrete an acid urine and 
acidosis develops. This situation occurs in renal tubu- 
lar acidosis which is therefore characterized by low 
plasma HCO; (or CO, combining power) asso- 
ciated with low titratable acid and NH,+ and a neu- 
tral or alkaline urine. 

Two cases of renal tubular acidosis with nephro- 
calcinosis and nephrolithiasis are reported. In each 
case the diagnosis was established by demonstrating a 
decreased plasma HCO; by direct measurement or 
indirectly by measurement of CO, combining power; 
in addition, the values for titratable acid and am- 
monia were far below normal. Urinary citrate was 
low in one case and absent in the other. Impaired 
water resorption and negative calcium balance on a 
low calcium alkaline ash diet were demonstrated in 
each case. The administration of sodium bicarbonate 
(100 mEq. per day), in one case decreased the cal- 
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cium loss, overcame the acidosis, and caused an ap- 
preciable increase in urinary citrate. 
—Laurence F. Greene, M.D. 


Some Observations on Urinary Colloids in Relation 
to Renal Calculi, N. F. Mactacan and A. J. ANDER- 
son. Brit. J. Urol., 1958, 30: 269. 


A meTHop for measuring the protective colloid effi- 
ciency (P.C.E.) of the urinary colloids has been ap- 
plied to 15 normal subjects and to 70 patients suffer- 
ing from various diseases; 25 patients had renal 
calculi. 

The two main factors which determine urine protec- 
tion are the types of colloids present and their concen- 
trations. These factors are to some extent independent 
of each other, since the powerfully protecting muco- 
polysaccharides, for instance, are usually present in 
small amounts while the globulins, although weakly 
protecting, are among the major colloid constituents. 
In any particular urine the resulting protection must 
therefore be the result of a balance between these 
factors. However, a positive correlation could be 
demonstrated between the P.C.E. and most of the 
colloid constituents estimated. 

It seems probable that in normal urine the protec- 
tion is due mainly to the mucoprotein and possibly 
the mucopolysaccharide fractions, the concentrations 
of the other colloids probably being too low for them 
to have a dominant effect. In specimens of pathologic 
urine, however, the P.C.E. is often outside the normal 
range, because of a change in one or more of the 
colloids. This change was particularly noticeable in 
the cases of proteinuria in which the P.C.E. was 
usually high. Similarly, the high protections observed 
in the leukemia and rheumatoid arthritis cases that 
were studied were due to raised mucoprotein and 
mucopolysaccharide levels. Such changes are, of 
course, nonspecific and can accompany many differ- 
ent pathologic conditions. 

The renal calculous group was of special interest, 
and for the aforementioned reasons it was found 
essential to separate the patients with proteinuria 
from those without the condition. Those without 
proteinuria had a lower mean P.C.E. than had 
normal subjects, and the calculous mean was signifi- 
cantly lower than that of the noncalculous groups. 
While these results appear to suggest a significant re- 
lationship, many factors must be considered in 
interpreting them. First, only 2 of the calculous cases 
had P.C.E. values actually below normal limits. 
Secondly, it is evident that stone formation itself may 
cause changes in the protective colloids which would 
tend to mask the initial conditions. For instance, of 
the 25 specimens of urine from patients with calculi 
investigated in this present series, there were 12 with 
protections considerably above normal, caused by the 
presence of heat-coagulable protein, which was pre- 
sumably absent at the precalculous stage. Other 
changes, not so readily apparent, may have occurred 
in the 13 protein-free specimens which did, in fact. 
tend to contain slightly more colloid material than 
the noncalculous urine specimens despite the average 
protection being slightly lower. Such changes would 
increase the significance of the low P.C.E. values 
actually found. 
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If the function of the protective colloids is to inhibit 
the aggregation of inorganic material, it appears that 
any increase in protection due to stone formation can- 
not, once the stones are formed, halt or reverse the 
process. The authors conclude that the mechanisms 
producing changes in the urinary colloids and in 
particular the precise role they play in the patho- 
genesis of renal calculi remain undecided. 

—Laurence F. Greene, M.D. 


Ureteral Ectopia. H. D. Woopson and A. Lynn 
Herrine. 7. Urol., Balt., 1958, 80: 311. 


ANY DISPLACEMENT of the ureteral orifices from their 
usual location at each extremity of the trigone is 
called ectopia. If the ureteral orifice is displaced 
distal to the vesical outlet, significant clinical and 
pathologic changes in the kidney and ureter may 
result. 

In males the ectopic ureter may be located in the 
vas deferens, seminal vesicle, ejaculatory duct, or 
prostate. All of these locations are proximal to the 
external sphincter and in such locations urinary in- 
continence does not take place but stenosis with 
resultant urostasis and infection may occur. In females 
the ectopic ureteral orifice may be located in the 
urethra, vestibule, or it may communicate with a 
derivative of the mullerian duct system. As all of 
these locations are distal to the external sphincter, 
they are capable of producing incontinence. These 
orifices, as in the male, are prone to stenosis. 

Ureteral ectopia is usually associated with dupli- 
cation of the renal pelvis and ureter and the orifice 
drains the ureter which connects with the upper 
portion of the renal pelvis. This condition may be 
unilateral or bilateral. Less frequently the ectopic 
ureteral orifice drains a single kidney and ureter. 

The diagnosis. of ureteral ectopia is related to 
urinary incontinence, urostasis, and infection. In the 
female, incontinence is by far the most frequent 
symptom. Any female with a normal voiding schedule 
and dribbling urine should be suspected of having 
an ectopic ureteral orifice until proven otherwise. 
In the female, this type of dribbling has usually been 
noticeable since birth and is persistent, but occasion- 
ally it may be intermittent. At times, the function 
of the involved renal segment is too poor to produce 
urinary dribbling but sufficient to produce a vaginal 
discharge capable of simulating a gynecological con- 
dition. Urostasis with retention of urine in the ureter 
and pelvis can produce pain and mass formation. 
Coexisting infection can cause fever. While these 
symptoms are common to both sexes, ureteral ectopia, 
because of its location proximal to the external 
sphincter, does not produce incontinence in the male. 

The diagnosis in this condition is established by 
locating the ectopic ureteral orifice, catheterizing it, 
and injecting contrast medium. In this way, roent- 
genograms will reveal the anomalous ureteral opening, 
the dilated ureter, and the portion of the renal pelvis 
that is involved. 

The treatment of ureteral ectopia is directed towards 
the relief of distressing symptomatology. This relief 
may be accomplished by the surgical removal of the 
offending kidney or renal segment and ureter or 
diversion of the urine so that it will enter the bladder. 
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When there is urostasis and/or infection, the removal 
of the kidney or involved portion of the kidney is 
indicated. 

The authors have found 14 ectopic ureters in 12 
patients during the past 8 years. Eleven of the patients 
were female and one male. Six of the patients had 
previously been studied by other urologists and in 
only one case was ureteral ectopia suspected. 

Of the 11 female patients who had this condition, 
9 complained of urinary dribbling and 2 had vaginal 
discharge. Two patients, one male and the other 
female, were seen because of formation of a mass and 
pain. Three patients had fever asa presenting symptom. 

The vulva was inspected in all female patients with 
dribbling of urine and in only 4 was the dribbling 
spontaneous; in the 5 others dribbling was induced by 
outward stripping of the anterior vaginal wall. In 7 
patients dribbling was observed from the external 
urinary meatus and from an orifice (or orifices) lo- 
cated in the vestibule in 4. Abdominal examination 
revealed a tender flank mass in 2 patients. In the 
male patient, the dilated portion of the terminal 
ureter entering the prostate was palpable on rectal 
examination. Excretory urography was performed on 
11 patients and this study was diagnostic or suggestive 
of pelvic duplication in 13 kidneys. In 5 kidneys both 
renal segments were functioning and in 8 only the 
lower segment of the kidney was visualized. There 
were 8 ectopic ureteral orifices located in the urethra 
of 7 patients; 6 of these were visualized but 2 were 
never demonstrated. Three of the orifices were cath- 
eterized and catheterization was impossible in the 
other 3. Four patients had 5 ectopic ureteral orifices 
located in the vaginal vestibule. 

Nine of 12 patients had surgery with a preoperative 
diagnosis of ureteral ectopia. In 5 cases all the criteria 
for establishing the diagnosis had been fulfilled, and 
in 4, diagnostic data were less complete but considered 
sufficient for surgical exploration. Two patients had 
an exploratory operation because of a mass in the 
flank and at the time of surgery ureteral ectopia was 
discovered. 

The 11 patients who were operated upon were 
benefited. The operation consisted in removing the 
involved renal segment (or kidney) and ureter in 9 
patients and diversion of the urine (1 ureteroneo- 
cystostomy and 1 ureteroureteral anastomosis) in 2 
patients. —Conrad A. Kuehn, M.D. 


Role of Ureter in Pathogenesis of Ascending Pyelo- 
nephritis. H. S. Tatsor. 7. Am. M. Ass., 1958, 168: 
1595. 


THE TERM ascending pyelonephritis was applied by the 
author to those cases in which renal involvement was 
accompanied or preceded by infection in the lower 
urinary tract from which it could be reasonably sup- 
posed to have been derived. Bacterial evidence of this 
relationship does not in itself indicate the manner in 
which the process spread. The ureter has a dual role 
in this pathogenesis, in that the wall of the ureter 
first provides a pathway for the actual ascent of the 
invading organisms, and second, as a result of the 
changes it undergoes during this process, it exhibits a 
dysfunction which results in stasis, contributing 
further to development of infection in the kidney. 


There are four routes by which infection, originating 
in the bladder, might reach the kidney: (1) hema- 
togenous, (2) lymphogenous, (3) through the lumen 
of the ureter, and (4) through the ureteral wall. 

The production of experimental hematogenous 
pyelonephritis in previously healthy kidneys depends 
upon the presence of partial ureteral obstruction. The 
clinical association of intermittent or chronic pye- 
lonephritis with obstructive lesions of the urinary 
tract, and particularly of the ureter, has been noted. 
When the organisms reach the kidney, their capacity 
to do damage is considerably enhanced by, if it does 
not depend upon, some degree of stasis of the urinary 
column. 

Experimental studies would indicate that when 
there is a bacteremia during the course of a lower 
urinary tract infection, hematogenous infections may 
occur provided that a previously damaged kidney or 
obstruction of the ureter exists. In their absence, and 
lacking the further confirmation of a positive blood 
culture of gram-negative bacilli, such a pathogenesis is 
unlikely. 

Lymphogenous ascent of infection from the bladder 
to the kidney has been suggested, and the possibility is 
supported by the frequent involvement of the peri- 
ureteral lymphatic channels. The major lymphatic 
drainage of the urinary bladder is into the pelvic and 
iliac chains. The periureteral lymphatics drain the 
ureter and renal pelvis and a lymphangitis in this area 
may be secondary, rather than represent a primary 
invasion pathway. Ascent of infection through the 
column of fluid within the ureteral lumen is at least 
theoretically possible. Experiments have demon- 
strated the ascent of motile organisms only in a stag- 
nant column or against a flow of less than 25 c.c. per 
hour. In this case, an element of obstruction must be 
postulated. In the presence of such obstruction, it is 
difficult to conceive of pathogenic bacteria moving 
and multiplying within the lumen of the ureter with- 
out attacking the wall of the ureter. The ureter is even 
more susceptible to invasion by direct continuity from 
an infected bladder because the lamina propria or 
subepithelial layer is a continuous structure from the 
bladder to the renal pelvis where it merges with the 
interstitial tissue of the kidney. 

Investigations into the normal and _ pathologic 
physiology of the ureter, demonstrating its importance 
in the dynamics of urinary flow, lead to the concept 
that its disease and its subsequent dysfunction may 
contribute to pathologic changes in the kidney. The 
significance of this in ascending infection was suggested 
by the study of pyelonephritis associated with vesico- 
ureteral reflux in patients with cord injuries. It was 
noted that dilatation of the ureter began at its lower 
end and advanced upward. The most obvious cause 
of this ascending dilatation would be an alteration in 
the wall of the ureter of such character as to interfere 
with normal contraction of its muscle. Inflammatory 
disease would meet all of these conditions, waxing or 
waning or remaining unchanged, and finally reaching 
an irreversible state of fibrosis. This is the type of 
lesion to which the ureter, beginning with its lower 
segment, is most vulnerable by direct continuity with 
an infected bladder. The continuous pathway of 
areolar tissue presents a pathway by which invading 
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organisms may advance from the bladder to the 
interstitial tissues of the kidney. Thus, this inflamma- 
tory process beginning in the bladder may advance 
along the wall of the ureter and ultimately involve the 
renal pelvis and calyces, interfering with normal 
peristaltic activity and resulting in stasis. When this 
has occurred, infection may spread through the 
lumen as well as the wall. 

The concept of the ureter as a relatively inactive 
conduit through which fluid flows mainly by gravity 
must be discarded. It is an organ of great dynamic 
capacity with two functions. The first is the propulsion 
of urine from the kidney to the bladder. The second is 
to prevent retrograde flow from the bladder back to 
the kidney. Simple regurgitation from the bladder into 
the ureter would be harmless enough were there no 
stasis or infection. If reflux ever occurs in the absence 
of pathologic changes, it is probably transitory and of 
no great physiologic significance. But reflux does 
become important when it is evidence of ureteral 
dysfunction leading to ureteral and pelvic stasis and 
also when it occurs in the presence of infection of the 
lower urinary tract. This infection advancing from the 
bladder into the wall of the ureter results first in 
dysfunction of the lower segment. The lower third of 
the ureter is supplied with parasympathetic ganglia 
identical to those of the adjacent portions of the blad- 
der. There is thus an intimate functional relationship 
between the bladder and the lower ureteral segment. 

In a review of a series of autopsies, 11 cases of 
ascending pyelonephritis were found. In all 11 the 
ureter was described as grossly abnormal, usually 
dilated or thickened or both. Microscopic studies of 
the ureter were made in 7 cases, confirming the 
probability that the ureteral wall served as a pathway 
of bacterial invasion. This concept of the pathogenesis 
of ascending pyelonephritis with subsequent renal 
involvement suggests a dual approach to prophylaxis 
and therapy. The immediate problem is the elimina- 
tion of infection; the bladder, being the primary site, 
must be considered first. When there is infection, this 
must be corrected. Pending this, drainage must be 
maintained. Antibiotics and chemotherapeutic agents 
can be useful adjuncts during the course of treatment. 
If a satisfactory pattern of bladder function can be 
established, and the involvement of the ureter can be 
avoided, major danger to the kidney will have been 
forestalled. 

When pyelonephritis is already present, appropriate 
constitutional measures and the use of antibiotics and 
chemotherapeutic agents are indicated for the treat- 
ment of the infection, but here the dysfunction of the 
ureter may call for additional measures to insure 
adequate drainage of the renal pelvis and protect the 
parenchyma from the deleterious effects of stasis. 
Some of the author’s patients were benefited by the 
intravenous administration of large quantities of fluid 
with various sulfonamide drugs. In those patients who 
did not show improvement in 48 hours, it was the 
author’s policy to carry out lavage of the renal pelvis 
and indwelling ureteral catheter drainage for 24 to 72 
hours. 

Pyelonephritis may be hematogenous but when it 
follows infection of the bladder, ascent through the 
ureter is more probable. The subepithelial tissues of 
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the bladder, ureter, and kidney pelvis provide a 
direct invasion route which is continuous with the in- 
terstitial tissue of the kidney. 

The maintenance or re-establishment of adequate 
drainage of the renal pelvis is a most important factor 
in the prophylaxis and treatment of ascending pye- 
lonephritis. —Conrad A. Kuehn, M.D. 


Bifid Ureter with Lithiasis. (Text in Greek). B. KREM- 
mypbAs. Acta chir. hellen., 1958, 5: 633. 


THE BIFID URETER is more rarely encountered than a 
completely duplicated one and its diagnosis is more 
difficult. The diagnosis is ‘usually made during a 
retrograde catheterization of both ureters, when an 
unusual amount of urine is still present in the bladder. 
Also, if pyuria is present, one should become sus- 
picious when the source cannot be found either in the 
bladder or in the ureters and the kidneys. The pre- 
sented case is one of a 40 year old, retired police 
officer who was admitted to the hospital because of 
right renal colic. Physical examination revealed 
severe tenderness over the right costovertebral angle. 
On urinalysis many red blood cells were found in the 
urine. A flat abdominal roentgenogram revealed a 
calculus in the beginning of the ureter. An intravenous 
pyelogram revealed dilatation of the right kidney and 
the calyces. The bifid ureter was demonstrated when 
retrograde catheterization and pyelography were at- 
tempted, especially when the dye was injected with 
the tip of the ureteral catheter not very much ad- 
vanced. The author’s case is the first case of bifid 
ureter reported in Greece. 
— Michael G. Seremetis, M.D. 


Primary Tumors of the Ureter (Contributo allo studio 
dei tumori primitivi dell’uretere). BRuno TERRUZzzZI. 
Urologia, 1958, 25: 239. 


WHILE IN THE PAST primary tumors of the ureter were 
considered rare, they are now more commonly en- 
countered. Three main types of neoplasms can be 
distinguished: 

1. malignant papilloma, 

2. carcinoma, 

3. anaplastic carcinoma. 
The clinical picture is similar in all cases and is con- 
stituted of a typical trilogy: hematuria, pain, and a 
palpable mass. Hematuria is the most common sign 
and was present in 80 per cent of the patients of 
Marion’s series. The pain is localized at the side of the 
lesion along the course of the ureter and sometimes is 
colic in quality. The palpable mass is not always 
present and it is only rarely due to bulky tumors, be- 
ing more commonly due to distention of the ureter 
above the tumor. 

Two personal observations of this condition are re- 
ported in this article. In the first case, a 60 year old 
physician with a 40 day history of hematuria and pain 
in right flank, a correct diagnosis was achieved on 
clinical grounds and confirmed by a retrograde 
pyelography. Pyelography revealed an obstruction 
about 6 cm. above the bladder. The injection of a con- 
trast medium showed a gap between this level and the 
upper part of the ureter. Both the ureter and the 
calyx were dilated. The patient was, therefore, oper- 
ated on and a subtotal nephroureterectomy was per- 
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formed. The histologic examination revealed an 
anaplastic carcinoma. The second case was a 50 year 
old male. He had a complaint of hematuria of 5 
months’ duration with no pain. Physical examination 
was completely negative and an intravenous pyelo- 
gram was not diagnostic. Retrograde pyelography 
was then performed and an obstruction in the right 
ureter at a level of 10 cm. was encountered. A subse- 
quent aortogram revealed alteration of the right renal 
shadow compatible with renal tuberculosis. This 
diagnosis was used as a working diagnosis. An opera- 
tion was subsequently performed and a tumor was 
detected around the upper third of the right ureter 
with dilatation above and hydronephrosis. Neph- 
roureterectomy was performed and histologic exami- 
nation revealed carcinoma of the ureter. 
—Riccardo Benvenuto, M.D. 


BLADDER, URETHRA, AND PENIS 


Pathology of the Perivesical Regions (Patologia della 
regione perivescicale), EDoARDO Lasio and FRANCEs- 
co Copp. Arch. ital. urol., 1958, 31: 177. 


THE PATHOLOGICAL PROCESSES which involve the peri- 
vesical connective tissue spaces, such as the inflamma- 
tion originating from the genital organs, from the in- 
testinal tract, from pericystic neoplasms, parasitic 
lesions, roentgen and radium irradiation, and surgical 
interventions on the pelvic organs have never been 
very numerous and have been encountered even more 
rarely since the advent of the antibiotics. The neo- 
plastic forms of pericystic involvement have also 
shown a decrease in incidence, perhaps because of 
earlier recognition and treatment of the etiologic 
processes. Pericystitis arising from irradiation therapy 
is still a matter of interest, but it is not primarily of 
urologic origin, as it develops mostly as a result of 
gynecologic disturbances of the uterus. Pericystitis 
arising from the genital organs has practically dis- 
appeared. 

Pericystitis may follow any surgical procedure in the 
vicinity of the bladder—on the lower portion of the 
ureter, on the colon, sigmoid, and rectum, and on the 
intrapelvic genital organs of the female. It does not 
always produce grave symptoms and is usually con- 
trollable with adequate drainage. Of especial interest 
are sclerotic processes which do not go on to the forma- 
tion of abscess, but produce an exuberant granulation 
tissue which later contracts and lessens the capacity 
of the bladder. 

With modern methods of urologic examination the 
diagnosis of pericystitis is not difficult. The symptoms 
consist of early irritative disturbances of the bladder, 
of febrile attacks, and of marked loss of weight and 
strength. The late manifestations are due to retractive 
sclerotic processes. — john W. Brennan, M.D. 


Subtotal Cystectomy and Total Bladder Regenera- 
tion in Treatment of Bladder Cancer. ROGER 
Baker, TimotHy Ketity, TimotHy TEHAN, CHARLES 
Putnam, and Epouvarp BEauGarRpb. J. Am. M. Ass., 
1958, 168: 1178. 


THE THREE SURGICAL METHODS used practically to the 
exclusion of all others in the treatment of bladder 
cancers are transurethral resection, suprapubic seg- 


mental resection, and cystectomy. Essentially sub. 
total cystectomy is a large or radical segmental resec- 
tion. A critical appraisal of transurethral resection 
and cystectomy is made, with the conclusion that 
transurethral resection is inadequate treatment to 
achieve a maximum potential cure rate for bladder 
cancer for all stages and grades, and that cystectomy 
is unnecessary and too radical a procedure. 

It has been demonstrated that after subtotal cys- 
tectomy in the dog, the entire bladder wall will regen- 
erate. The clinical use of this remarkable regenerative 
ability was first reported in 1953. In the human being 
as well as the dog, the new bladder is composed of all 
layers seen in the normal bladder. From a clinical 
standpoint, regeneration always occurs unless the 
urine is diverted from the area. The regeneration into 
the form of a hollow viscus is due to an unknown 
chemical inductor in the connective tissue matrix im- 
mediately beneath the epithelium of the urethra at 
the vesical neck or terminal ends of the adjacent 
ureters or both. 

In the series reported, a diagnosis of cancer was 
established in each patient by a transurethral resec- 
tion of the entire lesion and electrocoagulation of the 
base of the lesion including a 1 cm. margin peripheral 
to the edge of the lesion. Four to seven days later sub- 
total cystectomy was performed. As the objective of 
the operation was to excise cancer, no attempt was 
made to salvage one or both ureteral orifices. Con- 
sequently, one or both of them were often sacrificed. 
The ureter or ureters were reanastomosed to the re- 
maining bladder segment just prior to complete clo- 
sure of the segment by a standard fish-mouth ureter- 
oneocystostomy. In all patients an empty Penrose 
drain was inserted through the abdominal wound into 
the bladder or bladder area. Since the pelvic peri- 
toneum was excised with the lesion, the pelvic floor 
could not be reperitonealized in any of the patients. 
No intestinal complications resulted from the inabil- 
ity to reperitonealize the pelvis. Most patients were 
sent home 10 to 18 days after operation, while still 
draining urine suprapubically. This drainage per- 
sisted from 3 to 5 weeks. In all patients a new bladder 
regenerated which closed spontaneously. In 20 per 
cent some degree of ureterorenal reflux developed. 
The mean bladder capacity attained ranged between 
175 and 410 c.c. of urine. The total number of pa- 
tients followed up for a full 5 year postoperative peri- 
od is too small to permit standard statistical com- 
parison with other methods of management at this 
time. —Ray CG. Johnston, M.D. 


An Evaluation of Cystectomy. C. C. Hicains. 7. Urol., 
Balt., 1958, 80: 279. 


THIS ARTICLE is a review of the author’s experience, 
extending over a 30 year period, with cystectomy for 
exstrophy of the bladder, papillomatosis, and vesical 
carcinoma. The consideration of exstrophy of the 
bladder comprised a study of the records of 147 chil- 
dren who have been under his care from 1928 to 1958. 
The evaluation of the treatment of papillomatosis and 
carcinoma presented a different problem and covered 
the results obtained from 1928 to 1954 in order to 
“encompass a sufficient period of time to warrant 
perhaps definite, but still presumptive conclusions.” 
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In some instances, it appears that surgical interven- 
tion for exstrophy of the bladder is not feasible but in 
the majority of children the coexisting anomalies can 
be corrected by appropriate surgical procedures. If 
these unfortunate children are not given the benefit 
of surgical treatment, approximately one-half of them 
will die of pyelonephritis and renal failure between the 
ages of 10 and 15 years. In the author’s series, 14 of 
the patients with exstrophy of the bladder were 20 
years of age or older. 

Prior to 1950 it was generally accepted that surgical 
correction of this deformity should be deferred until 
the child was 5 or 6 years of age. At that time, the 
author advocated that ureterointestinal anastomosis 
and cystectomy be performed during the first year of 
life for the following reasons: 

1. Infants have been subject to the effects of trauma 
while passing through the birth canal and they will 
tolerate the trauma of surgical procedures well. 

2. If the exstrophy is not treated, recurrent episodes 
of pyelonephritis may result in sepsis and death in 
early childhood. 

3. When bladder exstrophy is untreated, the ureters, 
because of ureterocystic obstruction, may dilate to such 
an extent as to make their transplantation by the 
trough technique impossible. 

4, If the operation is performed early in the child’s 
life, he may develop normally both physically and 
mentally. 

5. The operative mortality and morbidity are low. 

6. The tone of the rectal sphincter is usually ade- 
quate to prevent leakage after the sphincter starts to 
function normally. 

Ureterosigmoidostomy and cystectomy were per- 
formed on 121 of the 147 patients with exstrophy of 
the bladder. The youngest patient was 2 months of 
age and the oldest 39 years old, while 68 of the 121 
patients were 1 year of age or less. At the present time, 
two types of operation are being performed: (a) a 
modification of the Coffey I operation with a mucosa- 
to-mucosa anastomosis between the rectosigmoid and 
the ureter, (b) in collaboration with Turnbull a new 
operative procedure called ureteroileosigmoidostomy 
has been devised by the author. 

From the review of his records of 147 patients with 
exstrophy of the bladder, the author prefers, at the 
present time, to perform ureterosigmoidostomy and 
cystectomy. The end results of ureteroileosigmoidos- 
tomy and cystectomy were considered to be most 
gratifying but definite conclusions could not be drawn 
from the 11 patients who had this surgical procedure 
since it had been performed too recently to warrant 
evaluation. 

It was exceedingly difficult to evaluate the merits 
of cystectomy and diversion of the urinary stream for 
papillomatosis of the bladder. A review of the literature 
revealed a paucity of communications concerning this 
aspect of the problem. Thus the author could only 
draw his conclusions from a series of 11 patients with 
vesicle papillomatosis. Seven of these patients had been 
given initial treatment by referring urologists. Eight 
of the group had received adequate roentgen therapy 
in addition to local fulguration or transurethral resec- 
tion. Seven of the patients were men and 4 were 
women. The results of operation are shown in Table 
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TABLE I.—STATUS AFTER CYSTECTOMY FOR PAPIL- 
LOMATOSIS OF THE BLADDER 


Postoperative 

follow-up, Patients, 
No. of years Status No. 
9 (months) Dead (pyelonephritis) 1 
2 years _ Dead (accident) 1 
4% Living and well 2 
5 Living and well 2 
6 Living and well 1 
6% Living and well 2 
71% ’ Living and well 1 
Total ‘ 10 


I. One patient, after cystectomy and ureterosigmoid 
anastomosis, died on the ninth postoperative day of 
pulmonary embolism. 

The author concludes that the majority of patients 
with single or multiple benign papillomas may be 
treated with various conservative procedures. In some 
patients, however, because of the degree of involve- 
ment of the mucosa of the bladder and the ureteral 
orifices, the more radical surgical procedure seems 
mandatory. The results in this smail series of cases 
justify cystectomy and diversion of the urine in a 
selected group of patients with papillomatosis of the 
bladder. 

The treatment of carcinoma of the bladder is a con- 
troversial subject; many and varied opinions prevail 
as to the treatment to be instituted and the selection 
of cases for which a specific type of treatment is to be 
recommended. The author reviewed the subject of the 
surgical approach to carcinoma of the bladder from 
1887 when Bardenheuer performed the first cystec- 
tomy on a man until the present time. An evaluation 
of the various philosophic concepts in the treatment of 
cancer has led the author to believe all concepts have 
important bearing on the problem of cancer, and have 
their merits. Acceptance of one as an adjunct to the 
other is the means of obtaining valuable data as to 
whether extremely radical, less radical, or conserva- 
tive surgical treatment should be instituted in the in- 
dividual patient. 

One of the outstanding contributions of the knowl- 
edge of carcinoma of the bladder was made by Jewett, 
who in 1946, following meticulous, critical autopsy 
studies of 107 cases, cited data that correlated (1) the 
depth of penetration of the carcinoma into the wall of 
the bladder to the incidence of metastasis; (2) lym- 
phatic capillary invasion (incipient metastasis); and 
(3) perivesical fixation. He concluded that: “The 
clinical determination of the depth of the penetration 
of the bladder wall may provide the index of potential 
curability.” 

Of the author’s series of 129 patients in whom 
cystectomy with or without pelvic gland dissection 
and ureterosigmoidostomy were performed, there were 
suitable records and pathologic material available for 
review in 101 cases. Seventy-nine patients were men 
and 22 were women. The youngest patient was 51 
years of age and the oldest, 69 years old. The average 
age was 54.9 years. 

Ninety-three patients were discharged from the 
hospital in satisfactory condition. Eight patients died 
in the immediate postoperative period. The causes of 
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death were: septicemia (1), bronchopneumonia (1), 
coronary disease (2), peritonitis (1), multiple abscesses 
of the kidneys and uremia (1), uremia (1), and retro- 
peritoneal cellulitis (1). 

Of the 101 patients in this group, in whom cystec- 
tomy and diversion of the urinary stream was the 
procedure of choice, 33 were living and well (32.6 per 
cent) and 4 were living but with uremia and metas- 
tasis. The total survival for 5 years or more was 33.3 
per cent. 

At the present time the author performs “fewer and 
fewer cystectomies for infiltrative carcinoma of the 
bladder.”’ There is no one surgical procedure to be 
used exclusively for the treatment of malignant disease 
of the bladder. Individualization of treatment, based 
upon meticulous observation of the clinical, labora- 
tory, biologic, and postmortem data is essential, ‘“‘and 
it might be appropriate before advocating specific 
operations to reflect on the golden rule: Do unto others 
as you would they should do unto you.” 

—Conrad A. Kuehn, M.D. 


Urethral Obstruction in the Female Child. C. Ber- 
NARD Brack and Harriet G. Guitp. Am. 7. Obst., 
1958, 76: 1105. 


THE AUTHORS report on their treatment of a series of 
25 children with either transverse urethral valves (4 
patients) or longitudinal folds (21 patients). Valves 
are defined as thin, transverse sheets of tissue arising 
from the posterior wall at about the junction of the 
middle and anterior thirds of the urethra, and are 
considered to be congenital. Folds, often called polyps 
in the literature, are longitudinal structures which are 
oblong in cross-section and frequently extend from the 
posterior into the middle third of the urethra; they, 
too, are thought to be congenital. 

In the cases under discussion, signs and symptoms 
were usually those of persistent or recurrent urinary 
tract infection: pyuria, ‘fever, dysuria, and/or fre- 
quency. Cystoscopic study most often revealed trigon- 
itis, bullous edema of the trigone, trabeculations of the 
bladder, or more than 30 c.c. of residual urine. Bac- 
teriologic studies commonly indicated coli-aerogenes 
or streptococci. 

The treatment consisted of fulguration in 2 cases 
and resection in 23. Resection should be distal to the 
sphincter and lateral, away from the posterior urethral 
wall as much as possible. A retention catheter should 
be left in the bladder until the fifth or sixth postopera- 
tive day, and antibacterial agents administered until a 
negative culture is obtained. 

In this series, 14 patients were completely asympto- 
matic following treatment and the remainder were 
benefited. In no case did the treatment result in the 
formation of a fistula or damage to the vesical 
sphincter. —Paul R. Leberman, M.D. 


Female Urethral Stricture. Joun Mappern. Med. 7. 
Australia, 1958, 2: 418. 


Stricture of the female urethra is a common condi- 
tion which is seldom recognized in general practice. 
It produces much chronic ill health and discomfort 
but is easily treated. The symptomatology and treat- 
ment rarely find their way into standard textbooks or 
journals. 


A normal female urethra will readily admit a 24F 
or 26F sound. A urethra which will admit only a 
smaller instrument without pain must be considered 
to be narrower than normal. The symptoms are those 
that follow the infection which is associated with the 
stricture. Frequency is common, as is dysuria. The 
infective episodes occur as attacks, but as the condition 
progresses they become longer and more difficult to 
treat. There may be hematuria, which is usually termi- 
nal. Pain in either iliac fossa, suprapubic pain, or 
pain in the lower part of the back is common, and 
pain in the anterior and medial aspects of the thigh 
is frequently encountered. The general health seems 
depressed and irritability and tiredness are frequent. 
There is seldom any complaint of difficulty with mic- 
turition comparable with the straining found in males. 
Many patients do complain of a vague difficulty and 
feeling of incomplete emptying. Clinical examination 
reveals little except some occasional tenderness in 
either iliac fossa. The urine is found to contain a vari- 
able number of white cells. Pyelography seldom re- 
veals any abnormality. Even in severe cases the blood 
urea nitrogen test or other renal function tests seldom 
give abnormal findings. Following urethral calibra- 
tion and dilatation, cystoscopy is performed. Residual 
urine is measured; the urine collected is sent for cul- 
ture and sensitivity tests. There may be trabeculation 
with some pitting and small diverticula, but in mild 
cases there may be no abnormalities. The trigone is 
frequently reddened and metaplasia, which resembles 
a pseudomembrane, may be present. The bladder 
neck almost always shows signs of chronic inflamma- 
tory changes. Polyps, small granulomatous areas, and 
heaped-up areas of hypertrophied mucosa are all 
common. In some cases the bladder neck may be sur- 
rounded by a collar of inflammatory tissue which pro- 
jects into the bladder. The urethra shows similar 
changes in its posterior segment. 

Cases are found in all age groups. The majority of 
the patients are more than 45 years of age, but many 
are in the active reproductive span of life. Senile 
vaginitis is commonly an accompanying disease in the 
older group, while trauma and infection after parturi- 
tion and coitus play a major role in the younger group. 
Children and adolescents may also be affected. Gono- 
coccal infection is an extremely uncommon cause of 
the lesions. Some cases have been seen postoperatively 
which were possibly due to catheter trauma. In one 
case a tight anterior colporrhaphy resulted in a nar- 
rowing of the urethra. In the majority of cases the 
posterior segment of the urethra is involved. More 
severe strictures are found at the terminal or anterior 
urethra. 

Treatment is easily carried out by simple dilatation 
of the urethra. At first the dilatations are performed 
every 4 weeks, but after three or four treatments it may 
be possible to lengthen the period between dilatations 
until a dilatation every 6 months or so is all that is 
required. The aim should be to achieve a urethra 
which will allow the easy passage of a 24F or 26F 
sound. During the initial dilatations it is wise to give 
the patient a course of the specific antibiotic indicated 
by the culture and to follow it up with one of the solu- 
ble sulphonamides. After all dilatations it is wise to 
give the patient one of the soluble sulphonamides for 
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3 to 5 days. The symptoms will disappear and after a 
short course of dilatations the cells will disappear from 
the urine which will become sterile. Symptoms tend 
to recur after a time. At first this takes about 3 weeks, 
but after a time it may be many weeks before symp- 
toms return. This response is the guide when the 
decision is made that the periodicity of the dilatations 
can be lengthened. —Ray C. Johnston, M.D. 


The Diagnosis and Treatment of Obstruction Due to 
the Posterior Urethral Valves. (Text in Greek). 
ALEXANDER Livapitis. Acta chir. hellen., 1958, 5: 527. 


OsstrucTION of the urinary flow due to valves in the 
posterior urethra is a serious congenital anomaly, 
mainly because of the serious complications arising 
from the resulting urinary stasis. The disease is not rare 
but the diagnosis is occasionally difficult because of: 
(1) the difficulty of making a complete urinary ex- 
amination in infants, (2) the lack of symptoms in 
many cases, and (3) the lack of adequate experience 
with urethrocystography in infants and children. 

The author reports 60 cases of posterior urethral 
valves observed at the Department of Pediatric Surgery 
of the Karolinska Hospital in Stockholm, Sweden, 
during the last 5 years. There were 13 patients less 
than one year of age, 6 between 1 and 2 years, 4 be- 
tween 3 and 4 years, 13 between 5 and 7 years, and 
24 older than 8 years. Thirty-two of the patients had 
bilateral hydronephrosis and dilatation of the ureters 
on admission while the rest of them showed only 
dilatation of the posterior urethra. The symptoms 
varied greatly. Five patients had difficulties in urina- 
tion, 6 had hematuria, 15 infection of the urinary 
tract, 11 were in serious general condition, and 29 had 
nocturia. Forty-eight of the patients were operated 
upon, and there were 2 deaths, both due to renal 
insufficiency. All the patients had adequate urinary 
drainage instituted soon after their admission and this 
was achieved by a fine indwelling catheter for 2 or 3 
days followed in some cases by suprapubic cystostomy. 
Operation mainly consisted of transurethral resection 
with the electrocautery. A few patients were treated 
with the anterior approach either suprapubically or 
retropubically. Good results were obtained in 41 of 43 
patients operated on some time ago while 5 more could 
not be evaluated because their operation was too re- 
cent. 

The cause of this congenital anomaly is obscure and 
various theories have been advanced. Pathologically 
these valves are mucosal folds arising from either the 
anterior or posterior end of the verumontanum and 
attached to the lateral wall of the urethra. They re- 
semble bicuspid valves of the heart but occasionally 
there is only one cusp. Kjellberg, Erickson, and 
Rudhe, however, think that these valves are almost 
always made up not of two but a single fold of the 
mucosa. The presence of these valves brings about a 
chain of complications stemming from obstruction 
and urinary stasis plus concomitant superimposed in- 
fection. The first objective sign of this condition is the 
dilatation of the urinary tract which is present some- 
times even in the embryonal life. This dilatation was 
demonstrated by Kjellberg and Rudhe in 1949 when 
they injected diodrast within the umbilical veins of 
living embryos, that were delivered by cesarean sec- 
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tion. The urinary tract of these embryos was nicely 
visualized and in some of them dilatation was found. 

The author stresses. the importance of the cysto- 
urethrogram in the diagnosis of this condition and he 
states that this examination is simple and easy to per- 
form even on the newborn. The intravenous pyelogram 
does not give a definite picture because of impaired 
excretion of the dye. Important points in the treatment 
are the assurance of adequate urinary drainage soon 
after admission and immediate decompression of the 
dilated urinary bladder. The relief of the obstruction 
is rather urgent and should be performed after only 
initial correction of the existing dehydration and 
electrolyte disturbances. The uremia present in ad- 
vanced cases is not going to improve unless the ob- 
struction is relieved. As far as the type of operation 
is concerned, the author states that transurethral re- 
section has the advantage of avoiding operative shock 
in already sick children but the disadvantages of its 
being a blind procedure and also technical difficulties 
because of the small size of the anatomical structures 
involved. The approach suggested by Gross, that is, 
anterior retropubic, has the advantage of direct vision 
surgery but also the disadvantages of prolonged drain- 
age and the dangers of any operative procedure. 

The prognosis depends absolutely on the degree of 
renal impairment present. Most of the untreated 
patients die before they are 10 years of age and many 
during their infancy. Early diagnosis and treatment 
have lowered this mortality considerably. 

— Michael G. Seremetis, M.D. 


GENITAL ORGANS 


Vasoseminal Voy in Hypertrophy and 
Carcinoma of the Prostate. GunNAR W. Vestsy. 
Acta radiol., Stockh., 1958, 50: 273. 


THE wWoRK was undertaken to study the radiographic 
findings in the ejaculatory duct and the contiguous 
part of the spermatic tract in cases of hypertrophy and 
carcinoma of the prostate and to obtain an idea of 
the diagnostic value of the roentgen examination known 
as vasoseminal vesiculography. Up to the present 
time no systematic study of the contrast-filled ejacula- 
tory duct has been carried out. Vasoseminal vesiculog- 
raphy is carried out in connection with vasectomy 
which is done to prevent epididymitis prior to pros- 
tatic surgery. The ductus deferens is exposed through 
a superolateral incision 1.5 to 2.0 cm. long on both 
sides of the scrotum and is divided. The proximal 
stump is ligated; a blunt cannula is inserted into the 
distal portion which is also ligated with silk, and the 
loose ends are tied over the head of the cannula. The 
skin incisions are sutured, leaving only the cannula 
head visible above the surface of the skin. Various 
contrast media are used. The contrast medium should 
not be too viscous. Roentgenograms are made during 
the injection of the contrast medium. At each exposure 
about 2 ml. of contrast medium are injected, a total of 
10 to 12 ml. being used on each side. These injections 
are easily made and are painless; anesthesia is unnec- 
essary. The contrast medium may remain in the semi- 
nal vesicle and ampulla for several days. The ejacula- 
tory duct evacuates its contents very rapidly. In the 
study reported, vasoseminal vesiculography was car- 











ried out in a total of 166 consecutive cases of hyper- 
trophy and carcinoma of the prostate. In 4 of these 
cases the examination was incomplete and in another 
4 cases the diagnosis was indefinite. Among the 158 
verified cases there were 126 cases of hypertrophy and 
32 cases of prostatic carcinoma. 

Normally, the ejaculatory duct has a length of 1.5 
to 2.0 cm. with a lumen of about 1.5 mm. in diameter. 
The width, which is greatest laterally, gradually de- 
creases as the duct passes downward and medially. 
The outlines are smooth and regular, and normally 
several circular contraction rings are seen. The am- 
pulla is about 3 to 4 cm. long and normally has 
multiple irregular bulges. The seminal vesicle is about 
4.5 to 5.5 cm. long, of irregular outline, rather variable 
in size and appearance, and frequently differing on the 
two sides, the right as a rule being larger than the left. 
The ejaculatory duct in hypertrophy is always more or 
less dilated, even up to several times larger than nor- 
mally seen. The normal contraction rings are fre- 
quently more or less well preserved. A certain correla- 
tion seems to exist between the degree of hypertrophy 
and the dilatation of the duct, namely the greater the 
extent of the hypertrophy the greater the dilatation. 
The hypertrophy may be different on the two sides, 
the ejaculatory duct being more dilated on the side 
on which the hypertrophy is most marked. In hyper- 
trophy the seminal vesicle in the majority of cases is 
more or less enlarged and dilated. Identical changes 
may also occur in the ampulla, though not so marked 
as in the seminal vesicle. 

The radiographic findings in carcinoma are practi- 
cally the opposite to those observed in hypertrophy. 
The ejaculatory duct is greatly narrowed unilaterally 
or bilaterally. ‘The width decreases laterally, thereby 
giving the lumen a more tubelike appearance. The 
outlines are irregular, rigid, and infiltrated. The nor- 
mal contraction rings are lacking. In more extensive 
cases of carcinoma, the infiltration invades the excre- 
tory duct, the ampulla, and the seminal vesicle, which 
also assume rigid contours and signs of irregular infil- 
tration. As the infiltration encroaches upon the seminal 
vesicle the size of this gradually decreases in the median 
infiltrated portion, whereas the lateral uninvaded por- 
tion of the seminal vesicle shows normal conditions. In 
these cases therefore, vasovesiculography gives useful 
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information of the extent of the growth. In advanced 
cases the infiltration is frequently seen to be so marked 
that the ejaculatory duct has become stenosed. Acute 
and, particularly chronic, inflammations cause patho- 
logic changes in the prostate and spermatic tract. This 
is especially true of gonorrhea and tuberculosis but 
also holds for nonspecific inflammatory changes, which 
are most often seen in the ductus deferens, the ampulla, 
and the seminal vesicle. In the majority of cases, the 
ejaculatory duct seems to be only mildly affected, or 
not affected at all. —Ray C. Johnston, M.D. 


Malignant Tumors of the Testes (Maligne Hoden- 
tumoren). Kari M. Bauer and Fritz HEsseE. sch. 
Urol., 1958, 51: 595. 


BETWEEN 1945 and 1953, a total of 29 testicular tu- 
mors were observed. Of these, 26 cases were followed 
up and are discussed in this paper. The diagnosis and 
therapy, as well as the prognosis, are reviewed. Of the 
29 cases, 21 were seminomas. There was 1 chorioepi- 
thelioma and there were 7 cases of cancerous tera- 
toma. After 5 years, 1 patient with a teratoma and 1 
with a seminoma survived. The average age was 34 
years. The following recommendations are given: 

1. After the immediate performance of an orchiec- 
tomy, roentgen therapy should be carried out. This is 
essential and necessary to improved prognosis. 

2. The value of the diagnostic determination of the 
gonadotrophic hormone level in the urine is still prob- 
lematic at this time. 

3. Testicular biopsy prior to operation is not recom- 
mended. In case of clinical doubt, immediate orchi- 
ectomy should be carried out. 

4. Regular clinical follow-up examinations are nec- 
essary after each orchiopexy. In 2 cases malignant de- 
generation was observed in both postoperatively. 

5. In case of retained abdominal testes associated 
with vague abdominal complaints, laparotomy should 
be done. 

6. When orchiopexy is not feasible because of a too 
short cord or in cases of advanced testicular atrophy 
or suspected malignancy, removal of the unilaterally 
affected testis is recommended. 

7. Based upon these observations, the authors do not 
share in the recent wave of optimism regarding the 
prognosis of testicular tumors. —Otto Weiss, M.D. 
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CONDITIONS OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


The Dorsal Hump of the Hand, the “Carpe Bossu” 
Disease, and the Os Styloideum (Der Handruecken- 
hoecker, die ‘‘carpe bossu’’-Erkrankung und das Os 
styloideum). H. Kuck. Chirurg, 1958, 10: 453. 


THE AUTHOR demonstrates, by means of x-ray films 
and discussion, the fact that a hard mass observed on 
the dorsal aspect of the hand may be caused either by 
a degenerative process that occurs in the region of the 
metacarpal bones or by a supernumerary carpal bone, 
the os styloideum. This accessory carpal bone was 
described for the first time in 1725 by Saltzmann who 
discovered the ninth carpal bone and described it as a 
bone which is surrounded by 4 articulating surfaces 
and is imbedded between the base of the second and 
third metacarpals, the multangulum minus, and the 
capitate bones. In cases of degenerative changes with 
spur formation, no discrete bony structure can be 
observed in the region of the dorsal hump of the hand. 
The roentgenogram shows articulating bony spurs 
that emanate from the base of the second and third 
metacarpal bones on the one side and from the distal 
carpal row on the other. As a general rule, the pres- 
ence of the os styloideum is not responsible for any 
discomfort and the patients are usually asymptomatic, 
the condition being discovered only by accident. In 
cases of arthritic changes in the dorsal aspect of the 
hand, the patients usually complain of weakness of 
grip and of pain in the hand on prolonged and heavy 
work. —George I. Reiss, M.D. 


Scheuermann’s Disease (Maladie de Scheuermann). 
P. L. Cricot, J. Marrtinire-Dusousguet, and A. 
BuRGER-WAGNER. Ann. chir., 1958, 12: 1083. 


ON THE BAsIs of a study of 227 cases of kyphosis, ob- 
served at the center for infantile surgery and ortho- 
pedics of the Trousseau Hospital in Paris, France, 
during the past 4 years, the authors believe that the 
divergent theories regarding the cause of Scheuer- 
mann’s disease, particularly those of Scheuermann 
himself and those of Schmorl, can be reconciled. 
The authors note the influence of 2 hormones, the 
somatotropic and the nitrocorticogenic hormones. 
The first produces a loss of resistance (softening) of the 
cartilaginous components of the adolescent vertebrae, 
and the second induces growth increase. These 
changes mask the areas of the vertebral bodies adjoin- 
ing the cartilages and produce a false impression of a 
cuneiform vertebra. The changes correspond to the 
condition of hyperchondrosis. The action of the liga- 
mentous and muscular components of the spine favors 
the production of hyperchondrosis and accentuates 
the discontinuity and vascular recesses of the carti- 
laginous plaques covering the upper and lower sur- 
faces of the vertebral bodies and separating the inter- 
vertebral fibrocartilage from the spongy tissues of the 
bodies themselves. Incidental to these changes is the 
formation of the discal hernias, or cartilaginous 
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nodules of Schmorl. The formation of the cartilaginous 
nodules is further favored by increased turgescence of 
the nucleus pulposus. 

A careful examination of the adolescent spines of 
normal children shows more or less extensive areas 
simulating those.encountered in true Scheuermann’s 
disease and other areas which undoubtedly represent 
the so-called cartilaginous nodules of Schmorl. In the 
authors’ material, consisting of 227 cases of hyper- 
kyphosis, the complete symptomatology of Scheuer- 
mann’s disease (hyperkyphosis, painful spine, cunei- 
form vertebrae) was present in only 32 instances; an 
incomplete picture was found in 64 cases. 

The authors contend that the changes cited by 
Scheuermann and by Schmorl in support of their 
theories are merely the result of a common patho- 
genic agent, an excess of hormones of growth. 

As to treatment, the authors recommend rest in 
bed, a thoracic cast for the acute periods of the dis- 
ease, and kinestherapy for the quiescent periods. They 
are particularly enthusiastic about the benefits to be 
derived from training in the art of muscular relaxa- 
tion. The exercise of swimming is especially effective, 
particularly swimming on the back and using the 
crawl stroke. — John W. Brennan, M.D. 


An Unknown Exostosis of the Ischial Bone Causing 
Sciatic Symptoms (Ueber eine bisher unbeachtete 
Exostose am Hueftbein und ihre Beziehungen zum 
Nervus ischiadicus). RoLAND BoEBEL. Zschr. Orthop., 
1958, 90: 187. 


AN AUTOPSY SPECIMEN showed an exostosis evidently 
caused by a partial tear of an ischiocrural muscle 
(biceps femoris-semimembranosus) with subsequent 
hemorrhage between the muscle layers and the 
sacrotuberous ligament which caused an enlargement 





Fic. 1 (Boebel). Exostosis of the ischial bone centering 
around the sciatic foramen. a, Spina ossis ischii; b, exosto- 
sis; c, tuber ossis ischii; and d, caput femoris. 
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of the internal obturator bursa. The patient suffered 
from sciatic attacks for many years before he died 
from generalized arteriosclerosis. 

One hundred and forty autopsies at the Vienna 
Anatomical Institute revealed the same findings in 
24 cases. In a lateral roentgenogram those changes 
can be well visualized. —E. H. Bettmann, M.D. 


Rare Lesions of the Growing Cartilages of the Knee 
(Lésions rares des cartilages de croissance du genou). 
J. VersrucceE and H. Veryans. Acta chir. belg., 1958, 
572 299. 

FIVE INSTANCES of traumatic involvement of the region 

of the epiphysial line, observed on the orthopedic sur- 

gical service of the University of Ghent, Belgium, are 
reported. 

The first patient was a girl who, when a few weeks 
of age, was given deep roentgen ray therapy for a 
birth mark (flat angioma) over the lower region of the 
outer aspect of the right femur. When the patient 
was four and a half years old a marked genu valgum 
had developed. When 6 years of age, the patient 
limped painfully, the valgum was of a severe degree, 
and the right extremity was 1.5 cm. shorter than the 
left. Roentgenologically the outer third of the femoral 
epiphysial line showed a beginning epiphysiolysis. An 
osteotomy corrected the genu valgum. When 9 years 
old the patient suffered recurrence of the deformity. 
The roentgenogram disclosed epiphysiolysis of half of 
the involved epiphysial line. A surgical epiphysiodesis 
of the entire epiphysial line was carried out and com- 
bined with a cuneiform osteotomy and bone graft. 
The extremity was shortened by 4.5 cm. When 13 
years of age a mild degree of the original deformity 
again developed. Osteotomy was done for the third 
time. When 20 years of age, the patient could walk 
without limping with the aid of an orthopedic shoe; 
the shortening was now .14 cm. Epiphysiodesis and 
shortening of the healthy leg were refused. 

The second patient was an 11 year old boy who 
had been injured by the explosion of a bomb in 1942. 
A fragment of the bomb casing had penetrated the 
medial aspect of the left tibia, almost exactly along 
the course of the epiphysial line. A year later a genu 
varum was present and external rotation of the ex- 
tremity at the knee had developed. The roentgeno- 
gram disclosed an epiphysiolysis of more than a third 
of the involved epiphysial line. Resection of the entire 
line of tibial cartilage, as well as that of the fibula, 
was performed after the manner of Phemister, and at 
the same time the deformity was corrected. The short- 
ening of the affected extremity was 2.5 cm. A year 
later (1945) the patient was killed by another bomb. 

The third patient was a 17 year old female, who at 
the age of 11 years suffered an injury to the right 
knee in an automobile accident, and was now limping 
with a marked genu valgum and shortening of the 
extremity of 1.5 cm. The roentgenogram revealed an 
occlusion of approximately a third of the internal 
portion of the epiphysial line (epiphysiolysis partialis). 
A Phemister type of surgical epiphysiodesis was car- 
ried out on both the tibia and fibula with correction 
of the axial deformity. Four years after the operation 
the patient was walking normally with the aid of an 
orthopedic shoe. There was shortening of 3.5 cm. 


The fourth patient was a 12 year old girl with a 
birth mark in the region of the lateral aspect of the 
left knee. This was treated by deep roentgen therapy 
when the patient was 5 years of age. At the age of 8 
years the left lower extremity exhibited an extreme 
degree of genu valgum and the limb was shortened 
by 3 cm. Roentgenography disclosed an epiphysiolysis 
of the external two-thirds of the tibial epiphysial line. 
There were also extensive opacifications in the overly- 
ing soft tissues. When 12 years of age, the patient 
showed a still more pronounced degree of genu val- 
gum and the affected extremity showed a mild exter- 
nal rotation at the knee. 

The fifth patient was a 15 year old boy who was 
suffering from Blount’s disease, osteochondrosis de- 
formans of the tibia (7. Bone Joint Surg., 1937, 19: 1). 
At the age of 3 years the child had undergone bilateral 
osteotomy, under the impression that the marked bow- 
legs resulted from rachitic disease. The left leg main- 
tained its corrected position, but the genu varum 
recurred on the right side. Since in Blount’s disease 
the prognosis with reference to the recurrence of the 
deformity after osteotomy is better than in cases of 
traumatic partial epiphysiolysis, the authors proposed 
that an immediate correction by osteotomy be per- 
formed with a greater likelihood that the correction 
will persist. 

In the subsequent discussion, M. Soeur, P. Lorthioir, 
and R. Soeur joined the authors in condemning the 
use of deep roentgen therapy in the region of the 
epiphysial lines in young children. 

— John W. Brennan, M.D. 


Osteoarticular Lesions in Smallpox. K. S. Bose. 7. 
Ind. M. Ass., 1958, 31: 151. 


SMALLPOx is a virus infection characterized by gener- 
alized pustular eruptions of the skin. It is complicated 
infrequently by osteomyelitis and occasionally by sep- 
tic arthritis, both complications being more prevalent 
in devitalized and ill-nourished children less than 12 
years of age. The incidence in one series was 0.43 per 
cent. Two clinical varieties are usually seen: (1) a 
suppurative type leading to abscess, osteomyelitis, 
and arthritis, probably on the basis of secondary in- 
fection, and (2) a nonsuppurative type, which is char- 
acterized by mild clinical features and radiologic 
evidence of necrosis of bone of the epiphysis and meta- 
physis. Epiphysial damage and late deformities are a 
consequence of the growth disorganization. 

The present report involves 12 cases of smallpox 
with osteoarticular lesions which were investigated 
and followed in the Orthopedic Department of the 
Medical College Hospitals, Calcutta, India, from 
January, 1957, to December, 1957. In 9 cases the con- 
dition was subacute and resembled pyogenic arthritis 
and osteomyelitis. Bilateral involvement was com- 
mon; in 9 of the 12 patients both elbows were in- 
volved and in one patient one elbow was involved. 
The radiologic appearance resembled chronic pyo- 
genic osteomyelitis but it differed somewhat in that 
the ends of the bones which formed the joint were 
affected and gave it a special appearance. The cystic 
changes and subperiosteal bone formation without 
sequestra, advanced necrosis, and new bone forma- 
tion were characteristic. Both the epiphysis and meta- 
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physis were involved along with the joints. In only one 
case was a draining sinus noted. Routine culture of 
the aspirated material was sterile, and biopsy showed 
microscopic changes which simulated those of osteitis 
fibrosa. Fibrosis of the muscles with focal round-cell 
infiltration and loss of striation was observed and the 
capsules of the involved joints showed evidences of 
fibrosis and round-cell infiltration. 

The pure osseous lesions healed after curettage and 
scraping. In lesions involving both the bone and adja- 
cent joint, partial excision of the elbow joint gave 
satisfactory movements although in one case this pro- 
cedure was a failure. In another case corrective osteot- 
omy for genu valgum was successful, and in the one 
case in which a draining sinus appeared, sequestrec- 
tomy was done and antibiotic treatment was given. 
Physiotherapy and active use of the involved joints in 
late cases improved the range of movement of the 
affected joints, while in early cases swollen tense elbow 
joints responded well to plaster immobilization and 
general supportive treatment. Complete restoration of 
function was not attained in any case, and the extent 
of damage and ultimate disability was most marked in 
the elbow joints. 

The author commented on various reports in the 
literature and suggested that perhaps the bone lesions 
of patients who also had smallpox were secondarily 
infected with other organisms during the pustular 
stage of the smallpox; this suggestion raises the ques- 
tion of whether these changes in bone develop as a 
result of a viral infection or of a secondary infection. 
In the present study no direct evidence of secondary 
infection was obtained except in the patient with a 
draining sinus. The author concluded that the role of 
the virus in the production of these osteoarticular le- 
sions can neither be established nor excluded by his 
study but that there seems to be a possibility that the 
virus is entirely responsible for the bone lesions. 

—Einer W. Johnson, Jr., M.D. 
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The Treatment of Arthroses of the Hip by Osteotomy 
(Le traitement des arthroses de la hanche par ostéo- 
tomie). J. WAEYE. Acta orthop. belg., 1958, 24: 330. 


THE SUBTROCHANTERIC OSTEOTOMY is designed to 
change the weight-bearing surfaces of the femoral 
head within the acetabulum. Pauwels demonstrated 
how the osteotomy can change the weight-bearing 
surfaces and thus increase the efficiency of the hip 
joint. Adduction as well as abduction osteotomy is de- 
signed to remove the worn-out surface of the femoral 
head and to replace it with the still well-preserved 
articulating surface of the remaining portion of the 
head. The author attempts to justify the efficiency of 
the osteotomy by geometrical formulas as well as 
measurements of the pressure and the traction forces 
in the region of the hip joint. Primary arthroses of the 
hip joint are not benefited as a rule by osteotomy. 
Abduction osteotomy is indicated in adduction con- 
tracture, in coxa vera with hypertrophic changes 
around the acetabulum, and in cases of varus de- 
formity of the femoral head. 
—George I. Reiss, M.D. 


Thompson-Moore Vitallium Prostheses in Resection- 
Reconstruction of the Hip Joint. Cart Hirscn. 
Acta orthop. scand., 1958, 27: 271. 

THE AUTHOR performed 35 replacement prosthesis 
operations using the Thompson or the Moore type of 
vitallium prosthesis. The surgery was done through a 
posterior approach as described by Langenbeck. The 
head and neck were resected in one piece with a 
Streicher saw. The joint capsule was resutured after 
insertion of the prosthesis. The patient was nonam- 
bulatory for 12: to 14 days with the legs held in 
abduction by means of a splint but without plaster 
immobilization. Active motion was allowed on the 
second day. After 2 weeks weight bearing was allowed 
on crutches and as soon as possible on canes. In one 
case the femur was fractured and the prosthesis was 
not inserted. In another case the prosthesis was later 
removed because of infection, and in a third case there 
was a dislocation of the prosthesis. 

Only patients who were completely unable to walk 
were operated upon. The principal reason for their 
disability was considered to be pain and aching. 

Ten of the patients were operated upon after acrylic 
prostheses had broken. Seven of these patients had 
weight bearing pain; all of them had been operated 
upon at least one year previously. All of the patients 
had to use canes but some stated that they had a 
certain amount of improvement in their condition 
compared with their preoperative condition. 

The preoperative diagnosis in 5 other patients was 
osteoarthritis with anatomically well shaped acetabu- 
la. Only one of these patients remained free from pain 
after 14 months. 

Fourteen additional patients were operated upon 
because of pseudarthrosis or aseptic necrosis of the 
femoral head following fractures of the femoral neck. 
All of these patients who were followed up one year 
or more were still pain-free regardless of the time be- 
tween fracture and reconstruction. Many of the pa- 
tients limped markedly and preferred to carry a cane 
when walking out doors. 

Three patients with fresh medial neck fractures 
were included in the series. These had been examined 
phlebographically to determine the vascular supply to 
the femoral head. In each of these cases there was 
indication of an inadequate blood supply. The im- 
mediate results in each of these cases were good, all of 
the patients were able to walk after 2 weeks. The fol- 
low-up, however, was insufficient to allow any con- 
clusion. 

To the author the operations were disappointing in 
replacement of broken acrylic prostheses as well as in 
cases of osteoarthritis. He believes that the difference 
in results in these cases compared with the rather good 
results in fresh fractures or in cases of pseudarthrosis 
or femoral head necrosis, may be explained by the 
condition of the acetabulum. In osteoarthritis and 
“acrylics” the cartilage is poor or deteriorated and 
such a joint may not tolerate vitallium. In pseud- 
arthroses and necrosis of the femoral head, the ace- 
tabular cartilage is usually in better condition and 
perhaps acts as a protecting element. 

The series is small and the follow-up is short but the 
implications are interesting. 

—WNorman 7. Rosenberg, M.D. 











72 International Abstracts of Surgery « July 1959 


Arthroplasty Employing Acrylic Endoprostheses in 
the Treatment of the Sequelae of Fractures of the 
Femoral Neck (Die Arthroplastik mit Akrylendo- 
prosthesen in der Behandlung der Folgezustaende 
nach Schenkelhalsfraktur ). Tor HiERTONN and ERWIN 
Morscuer. Acta orthop. scand., 1958, 27: 239. 


In 1950, Jean and Robert Judet introduced the prin- 
ciple of “resection and reconstruction,” employing 
acrylic prostheses, in the treatment of fractures of the 
femoral neck. ‘The early experience in the Orthopedic 
Clinic at the Karolinska Institutet in Stockholm with 
this technique was somewhat disappointing in that 
18 per cent of 432 arthroplasties of the hip (20 per 
cent of which were for fractures of the femoral neck) 
required reoperation. However, as experience with 
this procedure was acquired and its indications de- 
lineated, the authors found that good long term re- 
sults were obtainable in many patients with complica- 
tions of femoral neck fractures. ‘This report is based on 
a group of 62 patients studied from 2.5 to 8 years after 
resection and replacement of the femoral head with an 
acrylic endoprosthesis. The patients were operated 
upon during the period from 1948 to 1954 for compli- 
cations of fractures of the femoral neck. 

It was found that a fresh uncomplicated fracture 
should be reduced and nailed. If nailing in a good 
stable position is not achieved, resection and replace- 
ment of the femoral head may be considered for the 
elderly patient. In younger patients, reoperation com- 
bined with osteotomy may be worthwhile. Primary 
arthroplasty is seldom indicated. 

Patients sustaining necrosis of the femoral head 
without any secondary changes of the acetabulum 
have presented excellent results from resection and 
replacement. In 10 of 14 patients treated in this man- 
ner, the results ranged from good to excellent. In the 
remaining 4 patients, technical and material factors 
were responsible for failure. The authors state that if 
the condition is painful and the necrosis of the head 
has reached an advanced degree, the structure of the 
head cannot be saved. In such cases resection and 
replacement seems to be the treatment of choice, even 
in younger patients, before secondary changes appear. 

In patients who have developed pseudarthroses 
because of nonunion of the fracture, less satisfactory 
results were obtained. Thirty-two patients fell into 
this category, 20 of whom had good to excellent results. 
In this situation the use of an acrylic caput-collum- 
prosthesis with an intramedullary stem was preferable 
to the Judet type. With the exception of the Pauwels 
osteotomy, there is no other method than the substi- 
tution prosthesis that may restore the function of the 
hip. These two operations have separate indications. 
Avascular necrosis of the femoral head and a patient 
with a short life expectancy indicate a prosthesis. 

Among 9 patients with traumatic arthritis only one 
good result was obtained. Of the entire group of pa- 
tients, 13 developed a fracture of the prosthesis and 
6 developed dislocations. These failures may be re- 
ferred to faulty techniques and to improper material. 
The authors believe that the large number of compli- 
cations due to faulty techniques and improper mate- 
rials do not justify a condemnation of the resection- 
replacement technique for management of femoral 
neck fractures. —Jj. C. Rosenberg, M.D. 


Excochleatio Ossis Cuboidei in the Treatment of Pes 
Equinovarus. Kurt JOHANNING. Acta orthop. scand., 
1958, 27: 310. 

THE AUTHOR introduced excochleation of the cuboid 
bone for treatment of refractory or recurrent clubfoot 
at the Orthopedic Hospital, Sophies Minde, in Oslo, 
Norway in 1949. Sixty-nine patients had been oper- 
ated on in this manner up until 1953. The operation 
was not performed before the age of 3 and was usually 
performed between the ages of 3 and 5 years. Most of 
the patients had had treatment in the form of re- 
peated manipulations and immobilization in plaster 
casts. Many of the patients had had Achilles tenotomies, 
tendon transplants, and various capsulotomies. 

Excochleation of the cuboid bone was reserved for 
clubfoot patients in whom conservative measures had 
proved unsuccessful. 

It has been observed that while the osseous develop- 
ment in the clubfoot is often delayed in the mediotar- 
sal bones, the cuboid bone which is generally relatively 
larger is apparently not involved. The clubfoot has a 
lateral as well as a plantar convexity with a plantar 
prominence at the base of the fifth metatarsal. This 
deformity has been called ‘‘rocker bottom” and is most 
characteristic when the calcaneus is in equinus 
position. 

Further, the clubfoot shows a considerable rotation 
component in that the foot as a whole is supinated 
with forefoot and heel in varus position. This is 
demonstrable by roentgenogram; in the frontal picture 
the angle formed by the longitudinal axis of the astraga- 
lus and os calcis is seen to be reduced. The rotation 
appears to be most pronounced in the mid part of the 
foot so that the metatarsal bases appear superimposed 
in the frontal picture. The adduction of the forefoot is 
evidenced by the location of the center of ossification 
of the scaphoid which may be even medial to the 
head of the talus. 

Reconstruction of the foot would require: 

1. Abduction of the forefoot without reduction of 
length of the foot. 

2. Eversion of the base of the fifth metatarsal. 

3. Relaxation of the mid part of the foot to allow 
derotation. 

4. No interference with normal growth. 

Excochleation of the cuboid meets these require- 
ments. The operation is performed by lateral exposure 
of the cuboid which should be identified by a marker 
and confirmed by roentgenogram. A lateral wedge 
shaped incision is then made in the bone extending 
upward to the dorsal and downward to the plantar 
aspects (perpendicular to the axis of the foot). The 
corresponding portion of cartilage is then excised and 
a sharp scoop is used to remove all spongy tissue. 
Special attention is given to the upper and distal 
corners. The hyalin matrix is easily identified and 
must be left intact. The size of the cavity which re- 
mains is impressive and it is important that the white 
hyalin walls only remain. In older children the hyalin 
matrix is often thin and the osseous tissue not suitable 
for curettement. In such cases the operation has been 
performed as an extra-articular wedge osteotomy of 
the cuboid. In younger children the nucleus is too 
small and the hyalin matrix too thick to allow useful 
results from the subsequent manipulations. For these 
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reasons the operation is not recommended below the 
age of 3 years. The midtarsal joints need not be opened 
but it is important that the wedge of hyalin wall be 
extirpated. It is sometimes useful to lengthen the in- 
cision both dorsally and plantarward to allow more 
effective derotation of the forefoot. 

The operation has in some cases been combined with 
either anterior or posterior tibial tendon transplants 
to the outer border of the foot. The final stage in the 
operation is forceful, manual redressement and im- 
mobilization in a padded plaster cast which is changed 
after 2 weeks. The foot is immobilized in the corrected 
position for 6 or 8 weeks followed by the application of 
awalking cast. Subsequent postoperative management 
is controlled by a special clubfoot boot which allows 
the patient’s own power and weight to aid in the cor- 
rection of the foot. The boot should force the foot into 
inversion and for this reason the lateral border of the 
foot is raised. The boot must prevent adduction of the 
forefoot and is, therefore, slightly concave medially, 
being reinforced in both anterior and posterior por- 
tions. Between these two medial points of reinforce- 
ment there must be a lateral reinforcement which 
will force the middle part of the foot in a medial 
direction. The boot must fit properly and usually must 
be replaced after six months in order to fit the growing 
foot. Manipulations and a night splint are also a part 
of the postoperative routine. Repeated redressement 
and immobilization have on occasion been necessary. 
Also, additional operations such as tendon transposi- 
tions and medial capsulotomies have been performed. 

Of the 69 operations which were performed, 6 were 
repeated operations. The results were considered to be 
excellent in 34 of 48 patients who were available for 
evaluation not less than 6 months postoperatively. The 
results in 11 patients were good and in 3 were fair. In 
no case was the operation considered useless or poor. 
There were no adverse effects on the later growth of 
the bone. 

Excochleation of the cuboid bone is presented as a 
supplement to the treatment of congenital pes 
equinovarus. —Norman F, Rosenberg, M.D. 


FRACTURES AND DISLOCATIONS 


Fractures in Paget’s Disease. (Text in Greek). A. 
Cavaptas. Acta chir. hellen., 1958, 5: 648. 


THE BONES are more friable in Paget’s disease than 
normally. This is true because they are very soft dur- 
ing the stage of osteoporosis, while they lose their 
elasticity during the stage of osteosclerosis and are of 
inferior consistency. Cracking lines appear in the de- 
formed bones; they are mostly transverse and start 
from the convex area of the deformed bone. The most 
often affected bones are the femur and the tibia. Most 
of the orthopedists think that healing of fractures in 
Paget’s disease is equally fast, if not faster, than in 
normal bones. 

The author reports 23 cases of Paget’s disease which 
showed a total of 27 fractures, all from the Radcliffe 
Infirmary in England. Thirteen of the patients were 
males and 10 were females. Their ages varied from 
43 to 86 years. There were 2 fractures of the femoral 
neck, 1 of the greater trochanter, 4 subtrochanter, 
13 of the femoral shaft, 4 of the tibial shaft, 1 of the 


neck of the scapula, 1 of the humerus, and 1 of the 
metacarpal. Four of these fractures were truly patho- 
logic and spontaneous, while the rest were associated 
with some degree of injury. There was only one frac- 
ture associated with sarcoma of the humerus. The 
most frequent site of fracture was the femur with a 
total of 17 cases. Of these, 3 were treated by operation 
(2 by plating and 1 by intramedullary nailing— 
Kuntscher). All 3 patients showed solid union within 
3 months. The other 14 fractures were treated con- 
servatively with either extension or with Thomas 
splints. Ten of them were united within 2 to 3.5 
months, while in 4 union was somewhat delayed, 
within 5.5 to 9 months. Osteoporosis was not promi- 
nent except in the cases in which the disease itself was 
in the osteoporotic stage. It was minimal in the frac- 
tures which were healed within 3 months, but quite 
prominent in cases with immobilization beyond 5 
months. The tibial fractures were treated conserva- 
tively in long leg casts with union within 2.5 to 3.5 
months, and, also among these, osteoporosis was not 
prominent during the immobilization period. 

The author emphasizes that prolonged immobiliza- 
tion should be avoided in the treatment of fractures 
in the presence of Paget’s disease. There is also danger 
of renal impairment because of the increased excre- 
tion of calcium in the urine. For this reason a diet 
poor in calcium should be given and vitamin D should 
not be administered at all. Any method shortening the 
period of immobilization is useful. 

— Michael G. Seremetis, M.D. 


Fractures of the Thoracolumbar Spine Without Neu- 
ral Involvement (Les fractures du rachis dorso-lom- 
baire sans troubles nerveux). P.. DEcouLtx and G. 
Rieunau. Rev. chir. orthop., Par., 1958, 44: 254. 


THIS MONOGRAPH is a comprehensive review on 
fractures of the thoracolumbar spine and is partly 
based on data obtained from the study of 327 cases. 
Various etiologic aspects of the condition are con- 
sidered and the mechanism of the fracture formation 
is discussed. The report deals only with fractures of 
the body of the vertebrae. The classification of these 
fractures by Watson-Jones and by Nicoll, based on 
the pathologic anatomy of the lesion, is presented in 
great detail. The authors point out that it is ex- 
tremely important to examine the patient repeatedly 
for signs of spinal cord involvement, as they may 
appear quite some time after the fracture is sustained. 
The diagnosis is based on roentgenography and is 
not always easy to make. In reviewing the clinical 
aspects of these fractures, the authors present their 
views on the Kummel-Verneuil syndrome (osteo- 
porosis and fragmentation of a vertebral body follow- 
ing trauma). They do not believe it exists. 

An interesting section on the psychosomatic aspects 
of the painful sequelae of fractures of the spine with- 
out neural involvement is also included. However, 
a little less than half of the 65 pages constituting 
this review are devoted to the treatment of fractures of 
the spine. Rehabilitation and physical therapy are 
not neglected in the discussion. In general, there is 
the operative and the nonoperative method of treating 
these fractures. The former is rarely indicated. The 
latter consists of reducing the fracture, followed, 
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Fic. 1 (Decoulx, Rieunau). Boehler’s corset. Note the 
hyperlordosis and the support over the pubis and the 
sternum. 


usually, by the application of a cast devised by 
Boehler, and use of a hyperlordotic position. 
—Jj. C. Rosenberg, M.D. 


Primary Suture of Combined Kneeband Tears (Zur 
Frage der primaeren Naht bei combinierten Knie- 
bandzerreissungen ). F. Wor. Langenbecks Arch. u. Deut. 
Xschr. Chir., 1958, 288: 433. 


THE PENDULUM has swung from strictly conservative 
treatment of ligamentous knee tears to primary sur- 
gical repair. According to Boehler and Kroemer 4 
types of tears are differentiated: 

1. Tear of the collateral ligament 

2. Distraction of the collateral ligaments 

3. Tear of the inner ligamentous structures 

4. Inner tear of the ligament and of one or two 
cruciate ligaments. 

It is difficult to arrive at an exact diagnosis because 
of diffuse pain and muscle spasm. Abnormal mobility 
with push and pull symptoms between the joint 
surfaces has to be compared with the findings in the 
normal knee. Often there is a great discrepancy be- 
tween the clinical and the x-ray findings. In the case 
of combined types of ligamentous tears, the authors 
prefer early surgical repair, if possible within 24 
hours, as they found that early fibrotic and adhesive 
changes as well as retraction of the cruciate ligaments 
can thereby be avoided. These tears are much more 
difficult to repair at a later date. The time of disability 
was 4 to 5 months on the average. The often persisting 
muscle atrophy may cause delay of full ligamentous 
stability. 

In conclusion and on the basis of their experience 
with 462 knee injuries (mostly in miners) the authors 


state that early surgical repair offers definite ad. 
vantages, as conservative reports in the literature 
indicate. —E. H. Bettmann, M.D. 


The Treatment of Compound Fractures of the Lower 
Part of the Leg with Soft Tissue Involvement (Zur 
Behandlung offener Truemmerfrakturen des Unter. 
schenkels mit ausgesprochener Weichteilverletzung), 
W. Ort. Helvet. chir. acta., 1958, 25: 213. 


IN PEACETIME, compound fractures of the leg are most 
frequently found in motorcyclists and lumberjacks, 
The complication of embolism is very rare in intra- 
medullary nailing and even more so in comminuted 
fractures (Kiintscher), because of the possible escape 
of the bone marrow when the nail is impacted slowly. 
According to Kiintscher’s induction theory the dead 
bone of a fractured area produces hormones which 
stimulate mesenchymal tissue and periosteum to new 
bone formation. This is in contrast to the osteoplast 
theory of Axhausen, who assumes that the cambrium 
layer produces omnipotent mesenchymal cells. 

From animal experiments the importance of vita- 
min A for endochondral bone formation becomes evi- 
dent as well as the occurrence of bone resorption re- 
sulting from any inflammation with lowering of the 
pH. Evidently the adrenal glands are stimulated in any 
fracture. From the various experiments it becomes 
evident that osteosynthesis does not interfere with 
callus formation and that intramedullary nailing 
evidently stimulates it, while cortisone delays callus 
formation and emotional changes can influence callus 
formation unfavorably. A specific callus stimulus is 
not yet known. Since use of plaster gives only relative 
fixation the intramedullary nailing (Kiintscher-Rush- 
Herzog) seems preferable, especially in compound 
fractures. Wire encircling and related methods with 
coaptation wires require more exposure, unfavorable 
to tissues. Reviewing 15 years’ experience with the 
intramedullary nail, Kiintscher stresses again the im- 
portance of proper nail length and thickness, with 
strict avoidance of rotation and elastic nail encroach- 
ment with a wide opening allowing for fat escape. In 
case of infection the nailing should be deferred and 
several transfusions and gamma globulin should be 
given, because the full use of antibiotics is no definite 
contraindication. 

Posttraumatic circulatory complications with ar- 
terial and venous spasm are very frequent. The 
Sudeck dystrophy could not be reproduced in animal 
experiments, which pointed to the possibility of 
psychosomatic influences, especially in older people 
with incomplete bone adaptation. Full restitution 
seems very rare. This inflammatory reaction is never 
benefited by massage, weight-bearing, or increased 
motion. 

The time for carrying out osteosynthesis with pri- 
mary soft tissue repair and closure has changed to 
earlier performance since the antibiotic era. The 
author adds 30 of his own observations from which it 
becomes evident that early intramedullary nailing 
with primary closure and antibiotic control leads in 
most cases to faster union with a minimum of com- 
plications usually experienced during the use of the 
old insufficient immobilization methods. 

—E. H. Bettmann, M.D. 
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SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 75 


ORTHOPEDICS IN GENERAL 


Madelung’s Disease and Short Stature (Maladies de 
Madelung et petites tailles). J. MARTINIE-DuBoUSQUET. 
Ann. chir., 1958, 12: 1131. 


Two FAMILY TREES stigmatized by Madelung’s de- 
formity (also known as radius curvus, carpus curvus, 
spontaneous subluxation of the hand) were investi- 
gated by the author. 

The first family was represented by a 13 year old 
girl with typical clinical and roentgenologic findings 
of Madelung’s disease of both forearms and wrists. The 
proband’s body height was 1.45 meters. This could be 
considered normal for one of her age, but menstrua- 
tion had begun at 10 years of age and she had not 
grown in height thereafter. The epiphysial lines were 
almost closed and 20 injections of somatropic hor- 
mone were without effect. The body appeared to be 
abnormally long in comparison with the extremities. 
A photograph of the maternal grandmother disclosed, 
in addition to the small stature, a typical Madelung’s 
deformity of the left upper extremity. 

In the record of the proband’s family were 1 woman 
with a body height of 1.5 meters and 2 men with a 
height of 1.54 meters. Small stature was also recorded 
for 1 man and 2 women who were not measured. 
There were thus 8 cases of short stature in 13 members 
of the proband’s immediate family, a finding which 
could hardly be the result of chance. 

The second family was represented by a 13 year old 
boy with a body height of 1.47 meters, normal for a 
boy of 13 years, and an arm and hand spread of 1.40 
meters (brachymelia). 

In the record of this boy’s family were instances of 
brachymelia, at times isolated and at times associated 
with a disturbance of pronation and supination. 
These anomalies led to the finding of a moderate de- 
formity of Madelung in 3 cousins and a much more 
pronounced deformity in the mother of one of the 
cousins. In this family of 21, there were 7 members 
with brachymelia of the upper extremities and 4 with 
evidence of Madelung’s deformity. Again the asso- 
ciation could hardly be regarded as one of chance. 

The genealogical tables showed that the etiologic 
agent was an irregularly dominant heredity. 

Such a study is of value both in warning against the 
intermarriage of cousins and in guarding against mis- 
taking a hereditarily deformed radius for a case of 
traumatic, neoplastic, infectious, or deficiency defor- 
mity. The study also suggests that Madelung’s disease 
is not limited solely to the radius curvus, but is one 
manifestation of a complex which at times results in 
a diminished stature and brachymelia of the upper 
extremities. — John W. Brennan, M.D. 


Blood Supply of the Distal Segment of the Lower Ex- 
tremity ft vascularizacién del segmento medio-distal 
del miembro inferior). ANGEL JORGE EcHEVERRI. Rev. 
ortop. traumat., Madrid, 1958, 2, 1: 229. 


THE AUTHOR PRESENTS a long review of investigations 
of the arterial and venous channels of the leg, most of 
which were carried out by European workers. At the 
same time he reports his own studies of the anatomy 
of the lymphatics of the foot, which originate in the 
capsules of the metatarsophalangeal and interpha- 


langeal joints and drain into the main plantar and 
dorsal lymphatics. 

The method followed by the author in the study of 
the arteries of the bones and joints of the\foot and leg 
had several steps: 

a. Study of the vascular orifices of the tibia, the 
fibula, and the bones of the foot. 

b. Study of the arteries by means of dissection and 
roentgenograms. 

c. Study of the anatomical variants in some con- 
genital diseases. 

The technique for the roentgenographic studies was 
as follows: 

a. Thorough irrigation of the arterial system with 
tap water. 

b. Injection of the following solution: 


Red mercury sulphur........... 40 gm. 
RUM DOMMES cae trivinsaenndads 35 gm. 
See eer eer ere 25 gm. 
Pi kissd nsiradereencuaes 30 gm 


c. Roentgenograms were made of the specimen be- 
fore and after removal of the soft tissues. 

The cases of 7 fetuses with equinovarus deformity 
of the foot in which the aforementioned technique was 
used are presented and several pictures of the speci- 
mens and arteriograms are included. The author re- 
views the different theories to explain this deformity 
and calls attention to the fact that the superficial 
muscles of the external plantar region and the abductor 
of the fifth toe are greatly developed in these patients. 

— Jaime Barcena, M.D. 


Effect of Cortisone and ACTH on the Formation of 
Bone Callus (Influenza del cortisone a dell’ ACTH 
sull’evoluzione del callo osseo). E. ZANELLA, F. 
FEsant, and A. Peraccuia. Chir. org. movim., 1958, 45: 
435. 


THE STAGES in normal callus formation are briefly 
described. Their normal succession may be disturbed 
by multiple factors which interfere with the formation 
and development of the different structures involved. 
It is generally recognized that all the endocrine 
glands have a direct or indirect effect on callus forma- 
tion, and that disturbance of the endocrine equilibrium 
may cause marked changes in the formation of callus. 
The authors have made a special study of the effect of 
certain hormones of similar structure, such as the 
androgens, estrogens, adrenocortical hormones, and 
the somatotropic hormone and ACTH. The sex hor- 
mones are chiefly effective in the healing of fractures 
because of their anabolic effect in relation to protein 
metabolism. Thus in the aged, consolidation of callus 
may be retarded because of a physiologic deficiency of 
testosterone. Folliculin has been observed to aid in the 
development of callus and favors rapid calcification. 
The effect of the sex hormones is due indirectly to 
their antagonism to the adrenocortical hormones, in 
particular, they activate the histiocytic elements of the 
mesenchyma. 

Among the adrenocortical hormones those chiefly 
involved in stimulating reparative processes in frac- 
ture, and bone metabolism in general, are the glyco- 
corticoids. Proof of this is found in Cushing’s disease 
and the increased urinary excretion of calcium follow- 
ing administration of large doses of cortisone. The 11- 
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oxycorticoids appear to retard the formation and 
evolution of callus. Medullary osteogenesis appears to 
be favorably affected by the administration of estradiol 
and partially inhibited by cortisone. The pituitary 
intervenes with various mechanisms during the process 
of fracture healing, and also plays a part in acro- 
megaly and dwarfism. Both retarding and favorable 
effects have been reported. 

ACTH produces slight metabolic changes common 
to all the adrenocortical hormones. On the whole, its 
effect is similar to that of cortisone. It is emphasized 
that the contradictory views expressed in the literature 
are often due to the use of different species of experi- 
mental animals, to differences in dosage of cortisone, 
and to varying diets of the experimental animals. 

The authors’ experiments were conducted on 36 
rabbits of similar age (5 mos.) who were given similar 
diets of standard laboratory type. The ulna was frac- 
tured at the proximal third and the animals were 
left free in the cage, without plaster casts. The animals 
were divided into 3 groups, the first of which served 
for control. The second group received 25 interna- 
tional units of ACTH on alternate days, while the 
rabbits of the third group received intramuscular in- 
jections of 15 mgm./kgm. of cortisone daily for the 
entire experimental period. Two animals of each 
group were sacrificed at 6, 12, 20, 30, 45, and 60 days 
following the fracture. The fractured limbs were re- 
moved and were fixed in alcohol, formalin, and Susa 
fluid. Histologic and microradiographic studies were 
made of the healing process. The findings indicated 
that ACTH and cortisone have a definite retarding 
effect on the healing of bone fractures through inter- 
ference with the transitional stages of bone callus for- 
mation. Some differences in the effect of the two 
hormones were observed in the later period of the 
experiments when the inhibiting action of ACTH ap- 
peared to diminish, possibly because of exhaustion of 
the adrenal cortex as a secondary result of protracted 
stimulation by the pituitary hormone. 

— Edith Schanche Moore. 


Deleterious Effect of Intra-Articular Hydrocortisone, 
G, N. CHANDLER and V. Wricut. Lancet, Lond., 1958, 
2: 661. 

IN A CONTROLLED TRIAL of intra-articular injection of 
hydrocortisone acetate and hydrocortisone tertiary 
butyl acetate for rheumatoid arthritis of the knee, the 
authors were impressed with the satisfactory clinical 
results after the use of these substances as compared to 
the results after the administration of placebos. They 
were alarmed, however, to note radiologic evidence of 
deterioration of the bony structures about the knee, 
and this discovery prompted the present communica- 
tion. Eighteen patients comprised the series. and 25 
joints in the 18 patients were injected and their 
roentgenographic appearances graded into categories 
of severity for each feature of the rheumatoid process, 
namely, porosis, loss of joint space, and erosions in the 
contiguous joint surface. Radiologic evidence of de- 
terioration was observed in 13 joints despite significant 
improvement which was evident clinically in the 
majority of the cases. 

This apparent paradox of worsening disease roent- 
genographically in the face of clinical improvement 
was investigated by the authors, but no significant 
association could be traced between the effects of treat- 
ment on pain and range of motion in the two groups, 


‘ thatis, the group with and the group without radiologic 


progression of arthritic changes in the knee joints. The 
authors expressed the opinion that this could not be 
attributed to the inevitable progression of the disease, 
but that the radiologic progression was due to en- 
couragement of a damaging level of performance 
caused by interference with the normal, locally pro- 
tective mechanism inherent in the joint. Thus, these 
patients experienced relief of pain, and because of this 
they increased their activity to a point at which damage 
to the joint became significant. Those patients in whom 
such damage did not occur did not receive so re- 
markable relief from pain and, therefore, they were 
able to maintain the local protective mechanism 
within the joint. —Einer W. Johnson, Fr., M.D. 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Septic Thrombophlebitis with Septicemia. Report 
of 3 Cases Due to Staphylococcus Aureus Infection 
After the Intravenous Use of Polyethylene Cathe- 
ters for Parenteral Therapy. R. W. Puituirs and 
Joun D. Eyre, Jr. N. England 7. M., 1958, 259: 729. 


THE AUTHORS report 3 cases of hospital-acquired 
staphylococcal septicemia which followed septic 
thrombophlebitis that developed around polyethylene 
catheters inserted into the antecubital veins for pro- 
longed intravenous therapy in 3 chronically ill and 
debilitated patients. High fever and systemic toxicity 
developed after the catheters had been in place 4, 5, 
and 7 days respectively. Two patients had advanced 
Laennec’s cirrhosis with bleeding esophageal varices 
and the third had disseminated lupus erythematosus 
for which he was receiving intravenous steroid 
therapy. 

The authors warn that this frequently used method 
of intravenous therapy should be considered a poten- 
tial source for septic phlebitis and stress that the inser- 
tion of all catheters should be done under the most 
aseptic conditions and the area around the site of in- 
sertion should then be treated as an open surgical 
wound. Probably 3 days would be the maximum time 
limit for leaving such a catheter in place and after this 
a new site of insertion should be selected and used. 
All 3 of their patients had blood cultures which were 
positive for Staphylococcus aureus. Prophylactic 
antibiotic therapy is contraindicated because of the 
possibility of developing drug resistant strains in this 
particular situation. 

The authors also refer to Moncrief’s report of 4 
other cases in which staphylococcal septicemia devel- 
oped under fairly similar circumstances. The article is 
a timely warning in this day of increased prevalence 
of hospital-acquired staphylococcal infections. 

— Kenneth L. Hardy, M.D. 


Roentgenographic Diagnosis and Surgical Treatment 
of Basilar Artery Insufficiency. E. S. Crawrorp 
and W. S. Freyps. 7. Am. M. Ass., 1958, 168: 509. 


ATHEROMATOUS OCCLUSION of the internal carotid ar- 
tery and the great vessels arising from the aortic arch 
has emerged as a clinical entity manifested by symp- 
toms of arterial insufficiency of the anterior and mid- 
dle cerebral arteries. Precise localization of the lesion 
may be obtained by arteriography. The relatively 
normal artery proximal and distal to the lesion during 
the early phases of the disease has led to endarterec- 
tomy or bypass graft insertion. These techniques have 
been employed by the authors in the treatment of 43 
lesions occurring in the internal carotid, innominate, 
subclavian, and left common carotid arteries. Per- 
sistent neurologic deficits occurring before operation 
have been relieved and episodic recurrent strokes 
which occurred repeatedly in 14 patients before oper- 
ation have not recurred in any patient after operation. 
Studies of patients dying of cerebral vascular acci- 


77 


dents indicate that 39 per cent of the patients with 
“basilar artery thrombosis” have lesions located in the 
cervical segments of the vertebral arteries. Simulta- 
neous occlusion of the internal carotid and vertebral 
arteries was found in 30 per cent of the patients. This 
is of great significance in view of the fact that the 
basilar artery through the circle of Willis constitutes 
an important source of collateral blood flow in pa- 
tients with carotid occlusion. 

The authors report in detail a case of a 55 year old 
man who was entirely well until the sudden onset of 
total blindness, paralysis of the right side, and partial 
paralysis of the left side of the body. Symptoms be- 
came less severe and he was ambulatory within a few 
minutes. Bilateral subclavian vertebral arteriograms 
revealed complete occlusion of the vertebral artery on 
the right and partial occlusion on the left. Through a 
combined cervical thoracic incision, splitting the 
sternum in the mid line, the left subclavian artery and 
its branches were exposed, the left vertebral artery 
was dissected free, and a mass of occluding hyper- 
trophied intima and atheromatous material was re- 
moved. The patient became conscious 30 minutes 
after completion of the operation and 48 hours later 
was able to read a newspaper better than at the time 
of admission. His improvement continued progressive- 
ly during the remainder of his hospital stay. Reason- 
ably normal basilar artery blood flow was thought to 
have been restored in this case by subclavian-verte- 
bral endarterectomy. A second patient with findings 
and symptoms similar to those reported here was sub- 
jected to the use of a dacron bypass graft from the 
subclavian artery to the vertebral artery which was 
patent beyond the point of obstruction. 

—Allan D. Callow, M.D. 


Surgical Treatment of Aneurysms of the Common 
Carotid and Brachiocephalic Arteries (Traitment 
chirurgical des anévrysmes de la carotide primitive et 
du trone artériel brachio-céphalique). Cu. Dusosr, 
Pu. BLonpeau, and J. L. Cuevrier. 7. chir., Par., 1958, 
76: 25. 


THE UNCOMMON OCCURRENCE of aneurysms of the 
brachiocephalic vessels prompted the authors to relate 
their experience with two traumatic pseudoaneurysms 
and one traumatic arteriovenous fistula. An excellent 
review of the therapy of these lesions is also included. 

Simple ligation of the carotid artery has been known 
to carry the risk of hemiplegia since the days of Paré 
and thus is not considered adequate therapy for 
aneurysms of these vessels. Various techniques have 
been suggested to help assess which patients can or 
cannot tolerate ligation of the carotid artery. These 
include digital compression, or clamping the artery in 
the awake patient, monitoring the pressure in the 
internal carotid artery after ligation of the common 
carotid, examination of the eye grounds after ligation, 
electroencephalographic control, and arteriography. 
None is completely dependable. Similarly, techniques 
to increase the collateral circulation prior to ligation 
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of the carotid artery have not been found reliable. The 
only acceptable method for treating aneurysms in the 
brachiocephalic vessels entails the preservation of 
arterial continuity. 

Endoaneurysmorrhaphy may be used when repair 
of an arteriovenous fistula is required. The authors 
employed it in their one case of arteriovenous fistula. 
This method has drawbacks, however, and resection 
of the lesion with reestablishment of continuity with 
a graft or direct anastomosis is most often the treat- 
ment of choice. 

The length of time that the common carotid artery 
may be clamped while the lesion is being removed 
and the defect corrected varies a great deal from one 
patient to another. Brain damage has been reported 
after as short a time as 21 minutes of interruption of 
the blood flow through the common carotid artery. 
At least 40 minutes are required for the surgical 
procedure. There are two general approaches that may 
be followed in allowing for a safe period of time to 
perform the operation while not incurring any brain 
damage. One involves the use of hypothermia and the 
other the use of a temporary bypass of the aneurysm. 
By depressing the body temperature to 28 degrees C. 
the cerebral metabolism may be decreased by 60 to 
75 per cent and the time during which the arterial 
flow may be interrupted is tripled. The authors 
employed hypothermia in one of their patients, drop- 
ping the body temperature to 30 degrees C. A tem- 
porary shunt around the lesion may be created and 
the lesion resected without any fear of compromising 
the cerebral blood flow. Aneurysms which extend 
high into the internal carotid artery cannot be man- 
aged in this fashion since a distal connection for the 
shunt cannot be established. 

Adequate exposure in this area is mandatory and 
may be difficult if the lesion is situated at the base of 
the neck. Lesions high in the neck can be approached 
through an incision along the anterior border of the 
sternocleidomastoid muscle. Constantini’s approach 
to the vessels at the base of the neck involves disar- 
ticulation of the sternoclavicular joint and severance 
of the sternocleidomastoid muscle at its attachment to 
the clavicle. Other similar approaches are deforming 
in that they involve resection of parts of the clavicle 
and/or the sternum. In all of these methods entrance 
into the thoracic cavity is avoided. Thoracotomy may 
be included in the surgical approach if it contributes 
to the exposure of the lesion. An anterior thoracotomy 
combined with a median sternotomy and a cervical 





incision is extremely valuable in exposing the base of 
the brachiocephalic vessels (Fig. 1). Cervicothoracic 
incision used to expose the brachiocephalic trunk. 

— J.C. Rosenberg, M.D. 


Human Hypertension Due to Thrombotic Occlusion 
of Both Renal Arteries: Report of a Case “Cured” 
by Surgical Removal of the Thrombus. Pepro A. 
CastiLLo and FRANK Barrera. Am. Heart J., 1958, 
56: 769. 


THE AUTHORS present a case in which bilateral partial 
occlusion of both renal arteries producing bilateral 
renal ischemia with severe hypertension was noted in 
an acute form. This phase of renal insufficiency lasted 
for a relatively prolonged period of time, and thus 
afforded an opportunity for establishing a correct diag- 
nosis. The patient was eventually cured by surgical 
removal of the obstructing thrombotic lesion. The 
patient’s course was characterized by severe hyper- 
tension with frequent paroxysmal crises of both hyper- 
tension and acute pulmonary edema on the basis of 
bilateral ischemia. The use of continuous intravenous 
treatment with large doses of arfonad abolished the 
paroxysmal crisis and the pulmonary edema. Removal 
of the offending aortic thrombus which extended from 
above the entrance of both renal arteries to the termi- 
nal aorta was followed by a reduction in the level of 
the blood pressure, profuse diuresis, and ‘“‘cure.” 
—Gordon Madding, M.D. 


Diagnosis of Peripheral Arterial Emboli of the Ex- 
tremities. J. T. PHELAN and W. P. Younc. 7. Am. M. 
Ass., 1958, 168: 1299. 


THE AUTHOR’s data were obtained from a review of the 
clinical records of 30 patients seen at the University 
Hospitals, Madison, Wisconsin, from 1951 to 1957. 

Clinical evidence of cardiovascular disease was 
present in 29 of the 30 patients including auricular 
fibrillation, congestive heart failure, mitral valvular 
disease, and myocardial infarction. The classic concept 
of the sequence of events of acute arterial embolism is 
sudden abrupt excruciating pain followed by numb- 
ness, pallor of the extremity, and absent pulsations, 
but in this series the onset of pain was insidious in one- 
third of the patients and in some instances was pre- 
ceded by paresthesia. The variance of this one symp- 
tom, pain, has suggested that ischemia of the muscle 
is not the sole underlying mechanism but, as stated by 
Richards, dilatation of the artery by the embolus may 
be an additional principal factor in explaining the 
sudden onset of pain and its localization to a specific 
part of the extremity. Still other workers link the 
appearance of acute pain with spasm. The findings of 
these cases suggest, inasmuch as the onset of symptoms 
was insidious in one-third of the patients, that in many 
instances the diagnosis of peripheral arterial embolism 
will depend upon the assessment of minor signs and 
symptoms in contrast to the classical concept of a 
sudden painful dramatic event. 

—Allen D. Callow, M.D. 


Superficial Femoral and Popliteal Veins. Harop 
7 Proc. R. Soc. M.., Lond., 1958, 51: 817. 


Cocxetr has pointed out that varicose veins, painful 
legs, swelling, ulceration, and eczema are the effects of 
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high pressure in the superficial veins as a result of 
regurgitation from the deep veins through incompetent 
perforating veins. The problem of varicose veins and 
ulceration becomes one of finding and stopping leaks 
between the deep and superficial veins. 

Three such leaks are generally recognized: the long 
saphenofemoral junction, the short saphenopopliteal 
junction, and the ankle perforating veins. In the au- 
thor’s experience enough varicose veins have persisted 
after adequate operation on the long and short saphe- 
nous vein to cause him to recognize varicose tribu- 
taries joining the superficial femoral vein and the 
popliteal vein. It is the author’s custom to expose the 
popliteal vein (other than the short saphenous vein) 
in all cases of apparent short saphenous varicosity be- 
cause varicose tributaries of the popliteal vein were 
present in 82 out of 92 cases on exploration. These 
varicose tributaries give symptoms and signs similar 
to short venous varicosities and, therefore, are called 
pseudo short saphenous veins. These are suggested by 
varicose veins about the leg, calf, and popliteal space 
when the straight trunk of the short saphenous vein is 
not palpable or visible. The most valuable sign of 
pseudo short saphenous varices is to palpate the pop- 
liteal space from in front while the knee is flexed. A 
globular varix may be palpable with lateral extension 
to one on the other side of the midline. This is often a 
distended tortuous, gastrocnemius vein which at oper- 
ation may not be visible until the two heads of the 
muscle are separated. 

The popliteal vein is usually explored through a 
curved S shaped exposure, which is 7 inches long and 
centered at the crease of the knee joint. Incompetent 
veins passing from Hunter’s canal into the superficial 
femoral vein may also cause persistent varicose veins 
after an apparently adequate operation. These are 
designated as Hunter’s canal communicating veins 
CV(H). The diagnosis of this condition is straight- 
forward when tourniquets are applied, one around 
the groin and the other at the lower third of the 
thigh. Such varicose tributaries of the superficial 
femoral vein were found to complicate one in 4 or 5 
cases of long saphenous varicosity. The author exposes 
Hunter’s canal fully to see the veins as they terminate 
in the superficial femoral vein. The incision occupies 
almost the lower half of the line joining the anterior 
superior iliac spine to the adductor tubercle of the 
femur as for the classical exposure of the superficial 
femoral artery. The sartorius muscle is elevated at its 
outer border and three veins, one at the upper, middle, 
and lower parts of the canal are frequently seen. One 
or more is strikingly varicose. It is divided flush with 
the femoral vein. —Allan D, Callow, M.D. 


BLOOD; TRANSFUSION 


Data Collected by Thromboelastography in the Study 
of Hypercoagulability of Blood in Surgical Pa- 
tients (Données fournies par la thrombélastographie 
dans l’étude de ’hypercoagulabilité sanguine des opé- 
rés). G. p— Haynin, J. P. Witz, Mite. Bourcon, and 
A. G. Weiss. 7. Chir., Par., 1958, 76: 389. 


Tue stupy upon which this article is based was con- 
ducted in order to evaluate the technique of throm- 
boelastography (T.E.G.) in surgical patients and 
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Fic. 1 (De Haynin et al.). a, Curve obtained by T.E.G. 
from a normal subject. 6, Typical curve of hypercoagu- 
lability. c, Typical curve of hypocoagulability. 


compare it with other techniques employed by the 
authors in evaluating the blood-clotting process, i.e., 
the platelet count, prothrombin time, and heparin 
tolerance test. T.E.G. was introduced by Hartert in 
1949 and consists of photographically recording the 
formation of a blood clot. The changes which take 
place in the physical character of the clot are re- 
corded with respect to time. The curve obtained is in 
the form of a “‘tuning fork” and can be divided into 
four segments (Fig. 1). The first segment, r, measures 
the reaction time necessary for the formation of 
thrombin. The second segment, k, represents the 
“constitution” of the clot and corresponds to the for- 
mation of fibrin. It is a measure of the time it takes 
the two branches of the tuning fork to traverse 20 
mm., an arbitrary point. The “elasticity maximum”, 
e, corresponds to a point on the branches of the curve 
that are furthest apart. The fourth segment corres- 
ponds to the fibrinolytic process. 

The technique of thromboelastography requires 
experience and practice. After sufficient trials, 100 
normal subjects were tested. The following values 
were obtained: r—14 min. 40 sec.; k—4 min. 30 sec.; 
e—124 (100-150). Fifty surgical patients were studied, 
25 presenting orthopedic cases and 25 requiring 
general surgical procedures. 

In comparing the various tests, it was found that 
there was a wide variation in the significance (with 
respect of a hypocoagulable or hypercoagulable 
state) of these tests taken from the same patient at the 
same time. The prothrombin time was of minimal 
diagnostic value, as was the platelet count. The 
thromboelastogram, however, demonstrated changes 
which could be clearly evaluated as either within 
normal or abnormal limits and was quite sensitive in 
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recording abnormal changes. A striking parallelism 
could be found in the value of e with r + k. Changes in 
hypercoagulability were found on the day following 
surgical intervention and on the fifth, seventh, and 
eighth postoperative days. Three striking cases of al- 
terations in the T.E.G. which could be correlated 
clinically with a pulmonary embolus were presented. 
Three additional cases demonstrated similar T.E.G. 
findings of hypercoagulability without signs and 
symptoms of thromboembolic disease. In no instance 
was there a clinical occurrence of thromboembolic 
disease without concomitant T.E.G. changes. 

The authors conclude that the technique of throm- 
boelastography is extremely valuable and sensitive in 
recording changes in the coaguability of blood, but 
that the difficulty encountered in executing the test 
and its extreme sensitivity are disadvantageous. They 
also believe that the hypercoagulable state is not the 
only significant menace in the occurrence of throm- 
boses in the postoperative period. 


—J. C. Rosenberg, M.D. 


Clinical Evaluation of Acenocoumarol (Sintrom), an 
Anticoagulant of Intermediate Range. Fiore R. 
Rutio, Cari C. Barrers, and James A. Evans. 7. 
Am. M. Ass., 1958, 168: 743. 


Tue AuTHORs describe the clinical use of acenocouma- 
rol (sintrom) in one hundred consecutive hospitalized 
patients who required therapeutic hypoprothrom- 
binemia as a part of their treatment regimen. This 
agent is a member of the coumarin series, is a stable 
compound administered orally, and is extremely 
potent, being supplied in 4 mgm. tablets which are 
scored so that the patient can take the drug in incre- 
ments of 1 mgm. It is odorless and tasteless, well 
tolerated by the gastrointestinal tract, and is inter- 
mediate in range and duration of action when com- 
pared with dicumarol and tromexan. 

Hypoprothrombinemia of the therapeutic level can 
be produced in virtually all patients in 48 hours or less 
and in many patients the therapeutic response may be 
expected in 24 hours. Although the largest group of 
patients in their series consisted of 28 patients with 
spontaneous acute peripheral phlebitis, the drug was 
administered for other conditions that would be ex- 
pected to be clinically benefited by therapeutic hypo- 
prothrombinemia. Treatment was aimed to keep the 
prothrombin time within a therapeutic range of 23 to 
37 seconds, or more broadly for clinical purposes, 
between 20 and 43 seconds. The average initial dose 
of sintrom proved to be 21 mgm. and in more than 
one third of the patients the prothrombin time was in 
the clinical range 18 hours later. The average main- 
tenance dose was 6.6 mgm. The drug maintains its 
optimal action for 15 to 20 hours after which recovery 
occurs rapidly. Phytonadione (vitamin K, or mephy- 
ton) is an effective agent for the restoration of pro- 
thrombin activity after the use of sintrom. This drug 
is available as an emulsion for intravenous use and a 
tablet for oral administration. 

The use of sintrom is found to be a safe and reason- 
able means of achieving anticoagulation with a nicety 
of control within closer limits than is usually possible 
with dicumarol or tromexan. The drug was found to 
be dependable and its effects predictable, and inas- 





much as it is forty times more potent than ethy] bis. 
coumacetate, only small increments were required in 
change of dosage to effect accuracy and smoothness of 
control. The authors conclude that this agent as an 
anticoagulant of intermediate range provides a useful 
and reliable tool for the proponents of anticoagula- 
tion therapy. Illustrations of the curve of prothrombin 
time in several patients are presented in the article. 
—Kenneth L. Hardy, M.D. 


Clinical Trial of Pasteurized Pooled Human Plasma. 
WiiiraM C. Levin, TruMAN G. BLockeEr, E. Frank 
Dunton, and Mervin Casperc. U. S. Armed Forces 
M. F., 1958, 9: 1249. 


PooLED HUMAN PLASMA has many advantages of 
usage over synthetic plasma expanders. However, the 
risks of infecting patients with the virus of infectious 
hepatitis have restricted the use of plasma. Techniques 
which remove the virus-bearing fractions or which 
cause inactivation of the virus by prolonged storage 
are either too cumbersome or are logistically unsound. 
By heating serum albumin to 60 degrees for 10 hours, 
pathogenic bacteria and virus are destroyed. The 
same technique of pasteurization has been applied to 
whole blood plasma. A brief clinical experience (30 
patients who received 35 infusions) demonstrated 
that the plasma had not lost its oncotic properties, and 
that it was not toxic. The hepatitic property was 
probably destroyed, although the periods of observa- 
tion, 13 to 35 weeks, were too brief for a valid con- 
clusion in that regard. 
—Leonard D. Rosenman, M.D. 


Use of Biomechanical Equipment for the Long Term 
Preservation of Erythrocytes. M. M. Kercuet, 
J. L. Tutus, R. J. Tincu, 8. G. Driscot, and D. M. 
SuRGENOR. 7. Am. M. Ass., 1958, 168: 404. 


Tue AuTHORS describe in detail a closed, sterile tech- 
nique for preserving red blood cells. The blood is 
drawn into plastic bags, it is equilibrated with glyc- 
erol, and quick-frozen to —80 degrees C. When it is 
thawed the glycerol is removed in the Cohn ADL 
fractionator. The amounts of hemolysis, the residual 
glycerol, and other critical factors have been demon- 
strated to be within safe limits. 
—Leonard D. Rosenman, M.D. 


Hepatic Jaundice After Blood Transfusion in Injured 
and Burned Subjects. S. Sevirt. Brit. 7. Surg., 1958, 
46: 68. 


THE AUTHOR describes the occurrence of jaundice in 
16 patients, 12 of whom were injured and 4 burned. 
Four of the injured patients had fractures of the fem- 
oral neck, and the 8 others had more severe injuries, 
usually of a multiple nature. The 4 burned patients 
suffered burns of from 25 to 60 per cent of the body 
surface. In 9 of the injured patients and in 2 of the 
burned patients jaundice was also related to operation 
and to general anesthesia. 

The bottles of blood which these patients received 
were stored at 4 degrees C., and in every instance 
transfusion of the banked blood was performed within 
21 days of the time it had been drawn. Because of the 
appearance of jaundice in these patients, the possibility 
of blood incompatibility was raised; but there was no 
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evidence of blood-group incompatibility, sensitization 
of the circulating recipient, transfused cells, or of ir- 
regular antibodies. Subsequent serologic investiga- 
tions in 13 patients failed to show the development of 
irregular or abnormal antibodies. Serial hemoglobin 
estimates after one or more transfusions were studied 
in 14 patients. In none of them did a fall occur which 
could not be explained by the initial injury or opera- 
tive losses. 

The jaundice was preceded or associated with other 
signs and symptoms in half of these patients, particu- 
larly fever, nausea, and vomiting, and tenderness over 
the liver. The jaundice lasted a few days and ap- 
peared to have no prognostic significance except in 
one burned patient in whom it may have contributed 
to death. 

The jaundice was associated with a direct van den 
Bergh reaction, biliuria, and urobilinuria. In some 
instances there was a slight to moderate increase in 
the serum alkaline phosphatase values and increased 
turbidity in the serum thymol or zinc sulphate tests. 
These tests indicated that the jaundice was hepatic in 
origin and not the result of hemolysis or obstruction 
to the biliary tract. 

Although jaundice in these instances appeared to be 
closely related to blood transfusions, other factors 
must have been at work, since jaundice following 
blood transfusions is very uncommon. This jaundice 
always developed within a few days of one or several 
blood transfusions. Seven of the patients were jaun- 
diced within 24 hours and 10 within 3 days of the last 
transfusion. Insofar as the factors of injury are con- 
cerned, the periods from trauma to the onset of jaun- 
dice were considerably longer than those between 
transfusions and jaundice. Five patients became 
jaundiced 4 to 8 days after injury before any opera- 
tion was performed. In the remaining 11 patients 
jaundice appeared within a few days after operation, 
under general anesthesia, in 5 within 24 hours, and 
2 to 6 days later in the others. 

The manner in which the jaundice occurs is not 
known definitely, but the most likely explanation is 
that there is an acute impairment of liver function 
following injury, burning, operation, and anesthesia, 
singly or often in combination, and to this is added an 
acute loading of the blood stream with bilirubin de- 
rived from the extravascular destruction of a portion 
of the transfused stored blood. There is good experi- 
mental data indicating that the splanchnic-liver circu- 
lation is considerably reduced after burning, acute 
hemorrhage, and general anesthesia. In the latter in- 
stance, the reduced liver circulation, which must re- 
sult from splanchnic vasoconstriction, is part of major 
circulatory readjustments to anesthesia, because the 
blood flow through the skin and the muscles is greatly 
increased and receives almost half of the cardiac out- 
put. 

Probably 8 per cent and 24 per cent of the red cells 
stored for 14 and 28 days respectively disappear from 
the circulation within 24 hours of transfusion. Assum- 
ing that the average nonviable proportion is about 10 
per cent, then after a transfusion of 1 liter of blood the 
red cells in about 100 ml. are rapidly removed by the 
reticuloendothelial system and broken down to bili- 
rubin and iron-containing pigments. The bilirubin 
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liberated by this process may be sufficient to produce 
jaundice if hepatic function is impaired. 


—E. Thomas Boles, Fr., M.D. 


Storage of Blood for Open Heart Operations; Experi- 
mental and Clinical Observations. Jack P. Aszport, 
Denton A. Coorey, MicuaeLt E. DeBakey, and 
James E. Racianp. Surgery, 1958, 44: 698. 


THE AUTHORs point out that the recent developments 
in open heart surgery in which extracorporeal circula- 
tion is utilized have necessitated the revision of pre- 
vious concepts and regulations regarding blood bank- 
ing facilities in order to supply adequate blood for this 
type of operation. Since the blood used in pump- 
oxygenators must be relatively freshly drawn, hepa- 
rinized, and used at approximately body temperature, 
certain difficulties in procurement and storage are 
encountered that are not seen in other surgical pro- 
cedures. Since citrated blood when profused rapidly 
during cardiac bypass produces serious cardiac dis- 
turbances, such as ventricular fibrillation, it is neces- 
sary to use heparinized blood. Formerly, blood was 
drawn 2 to 4 hours before the contemplated operation, 
but as the number of patients operated upon in- 
creased, this method became both inconvenient and 
impractical. Efforts were then directed toward a safe 
and effective method by which procurement of blood 
could be achieved the day before operation in order 
that there would be no delay on the day of operation. 

Experimental observations indicated that 500 c.c. 
of blood could be preserved in 60 c.c. of a 5 per cent 
solution of dextrose in physiologic saline solution and 
25 mgm. of heparin. The blood was stored at 4 
degrees C. and there was no decrease in the hemo- 
globin or hematocrit values during the first several 
days. Platelets were present in normal numbers for 3 
days but rapidly disappeared during the next few days 
with complete disappearance by the ninth day. The 
results of osmotic and mechanical erythrocyte fragil- 
ity tests were within normal limits during the first 10 
days. The plasma hemoglobin values likewise did not 
change during the testing period and the oxygen 
absorption of blood stored in this fashion was approxi- 
mately normal at the end of 24 hours. 

Blood taken from the patient and the pump during 
and after extracorporeal circulation was studied. The 
authors noticed that, the pH of the blood from the 
arterial and venous sides of the pump varied from 
start to finish of the extracorporeal circulation. The 
pH tended to increase slightly during extracorporeal 
circulation, and to decrease moderately in the im- 
mediate postoperative period, returning to normal 
within 6 to 8 hours after the operation. It rose to a 
maximum of 7.66 in one case and dropped temporar- 
ily to 7.2 six hours postoperatively in the same patient. 
The carbon dioxide content did not change. These pH 
changes in blood stored by the method outlined were 
apparently not deleterious to their patients. 

More than 300 patients who were operated upon 
by the authors utilizing cardiopulmonary bypass and 
the method of blood procurement described, had no 
major or minor hemolytic transfusion reactions or 
other major surgical complications that could be 
attributed to the method by which the blood was 
secured. Postoperative plasma hemoglobin determina- 
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tions were usually less than 100 mgm. per cent and no 
evidence of late erythrocytic destruction was found. 
Although, in the early cases, postoperative hemor- 
rhagic manifestations were sometimes encountered, in 
the last hundred patients perfused these complica- 
tions were not encountered and the authors attribute 
this to more satisfactory management of the perfusion 
period. Also, the use of fresh A.C.D. blood in the 
immediate postperfusion period in place of heparinized 
blood is a deterring factor in the control of hemor- 
rhagic manifestations after operation. 

The authors present detailed requirements for the 
procurement of the blood and its processing prior to 
operation, along with tables and charts which sub- 
stantiate the safety of blood procured in this manner 
for use in cardiopulmonary bypass. They add that 
they are now studying blood that has been stored 3 to 
5 days prior to operation using the same solution to 
see if this procedure may also be safe. A report of this 
study will be published. —Kenneth L. Hardy, M.D. 


LYMPH GLANDS AND LYMPHATIC VESSELS 


Physiological Principles of Experimental and Clin- 
ical Lymphography (Physiologische Grundlagen der 
experimentellen und klinischen Lympographie). P. 
Ma ex and J. Kote. dl. Chir., 1958, 83: 1303. 


THE AUTHORS have made a study of the present status 
of radiolymphography (RLG), utilizing two methods: 

1. the direct RLG, in which the contrast medium 
is injected into the lymphatic system, i.e., into a lymph 
vessel or node; 

2. the indirect RLG, in which the medium is in- 
jected into the tissue (subcutaneously, intramuscular- 
ly, into a tendon), to establish a depot from which it 
penetrates into the lymph vessels and nodes. 

Clinical utilization is chiefly restricted to the direct 
RLG, whereas for animal research only the indirect 
RLG is used. Thorotrast is used for indirect RLG in 
animal research but it cannot be used clinically be- 
cause of its inability to give a prolonged visualization 
of the lymphatic system, its tendency to accumulate in 
the organism, and its carcinogenic potentiality. 

The vast accumulation of lymphographic experi- 
ence leaves much to be explained; for instance, why 
the indirect RLG with thorotrast is feasible in animal 
research, whereas the same contrast material does 
not, or only exceptionally, results in a visualization of 
the human lymphatic system. Also, it has not been 
established whether indirect RLG with running con- 
trast media is possible or not. The quantity of the in- 
jected material and the rate of injection, as well as the 
time allowance for taking films after the injection are 
still controversial questions. 

It is the opinion of the authors that many of these 
uncertainties result from an insufficient correlation of 
the RLG with the known physiology of the lymphatic 
system, and they place the problem of the RLG on a 
physiologic basis, with an analysis of experience pub- 
lished in the literature and their own extensive re- 
search work. 

Crystalloids and colloids are known to behave dif- 
ferently within the lymphatic system. Three groups 
of contrast media are used for lymphography: 

1. Crystalloids, represent the majority and include 


media of the di-iodopyridon type (joduron, diodene, 
ombradyl) and biligrafin, urografin, etc. 

2. Colloids, for instance kollargol, a toxic medium 
which is used for acute animal experimentation, and 
thorotrast (colloidal thorium dioxide) which is used 
for animal research and is contraindicated in clinical 
use. 

3. Iodized oils, such as lipiodol and opajol. 

For studies on guinea pigs and dogs, media of all 
three groups were used for direct as well as for indirect 
RLG. In both cases films were made at intervals of 
2 to 3 minutes, in order to observe the entire dynamics 
of the medium’s penetrative action. 

To understand the physiology of the direct RLG, 
one must realize that colloids and crystalloids dis- 
appear from the injected area of the lymphatic system 
in entirely different ways. Crystalloids pass rapidly 
from the vessels and nodes into the surrounding tissue, 
and they are absorbed rapidly into the blood stream. 
Colloids, on the other hand, flow through the entire 
lymphatic system and reach the blood stream via the 
thoracic duct. The rate of disappearance of crystal- 
loids from a certain region within the lymphatic sys- 
tem is determined by the permeability of the lymph 
vessel walls and chiefly by the absorptive ability of the 
blood capillaries. The rate of disappearance of col- 
loids, however, is determined by the ability of vessels 
and nodes to transport the medium through the 
lymphatic system. 

When crystalloids were used for direct RLG, rapid 
filling of the lymphatic system was noted, both 
through the afferent vessels and through the popliteal 
nodes and their efferent vessels, as evidenced by a film 
made immediately after injection (Fig. 1). Delinea- 
tion, however, was often hazy. A film made a few 
minutes later showed the shadow in the regional 
lymphatic system to be less distinct. Ten minutes later 
the lymphatic system appeared only as an indistinct 
shadow (Fig. 2). Twenty minutes after injection, the 
lymphatic system was completely empty. With only 
two films, one made immediately after injection and 
the other 20 minutes later, it would appear that the 
medium which was injected directly into the lymph 
vessel had passed rapidly through the lymphatic sys- 
tem into the blood stream via the thoracic duct. But 
this interpretation is wrong, inasmuch as the crystal- 
loid material disappears rapidly from the site of injec- 
tion into the nodes and vessels and is absorbed rapidly 
by the blood capillaries. 

Two important conclusions appear to result from 
this fact. The first is that anatomical conditions often 
cannot be easily evaluated. With the recommended, 
repeated slow injections, only part of the lymphatic 
system is shown, and often it is difficult to decide 
whether the contrast medium has not filled further 
portions because of an anatomical or functional block- 
age or because the material has already disappeared 
or been absorbed into the surrounding area. The sec- 
ond conclusion is that the disappearance of the crys- 
talloid medium from the lymphatic system shows the 
absorptive ability of the blood capillaries and the per- 
meability of the lymph vessels and nodes rather than 
the function of the lymph vessels. The rate of disap- 
pearance of the crystalloid contrast material can be 
slowed by the simultaneous administration of adrena- 
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Fic. 3. 


Fic. 1. (Malek, Kolc). Rapid filling of the lymphatic system during injection, also of the popli- 


teal nodes and the efferent vessels. 


Fic. 2. Ten minutes later, showing the lymphatic system only as an indistinct shadow. 
Fic. 3. Lymphography of the posterior extremity of a dog with the use of thorotrast. 
Fic. 4. Good visualization of afferent and efferent vessels as well as of the popliteal node. 


lin and this makes possible a visualization of the 
lymphographic picture 60 minutes after injection. 

The behavior of the media of the remaining two 
groups is quite different. With the use of 40 per cent 
kollargol, thorotrast, or 40 per cent opajol, a more 
exact, better delineated, and more detailed visualiza- 
tion of the lymphatic system is obtainable than with 
the use of crystalloids (Fig. 3). All structures of the 
afferent and efferent vessels as well as those of the 
popliteal node are well visualized (Fig. 4). One fur- 
ther advantage of the RLG with these media is the 
fact that they do not disappear from the lymphatic 
system via absorption by the blood capillaries. This 
enables us to follow the entire course of the lymph 
vessels up to their passage into the venous system, 
whereas the crystalloids disappear rapidly from the 
first node and rarely get beyond the second. Opajol 
can be observed to penetrate into the popliteal node, 
then through the abdominal duct into the para-aortal 
duct, and finally into the thoracic duct which is well 
visualized as the medium passes into the venous sys- 
tem. The use of opajol in fluoroscopy is especially in- 
structive since the dynamics of movement of the pe- 
ripheral lymph vessels and the thoracic duct as well 
as the blocking ability of the individual lymph nodes 
are shown. One can observe quite well the progressive 
contractions of the lymph vessels and their motions in 
synchronism with the pulse. 

Water and crystalloids are absorbed chiefly by the 
blood capillaries, but also by the lymph capillaries. 
The absorption of colloids is done entirely by the 
lymphatics with molecules the size of 20,000 or great- 
er. Corpuscular particles go through the lymph cap- 
illaries. Crystalloids are absorbed rapidly, whereas 
colloids are absorbed very slowly. 


Indirect RLG studies with thorotrast revealed that 
the formation of the lymphogram immediately after 
injection of the contrast material, i.e., the “early” 
lymphogram, is made possible by passive injection of 
contrast material under pressure, not by its absorp- 
tion. Absorption itself, proceeding slowly as with the 
use of other colloids, is shown considerably later in the 
“late” lymphogram with the contrast material char- 
acteristically remaining at the site of injection and the 
node, without filling the lymph vessels. Absorption is 
so slow that the node can be consecutively filled with 
thorotrast, but a visible concentration within the ves- 
sels is not possible. This explains the fact that indirect 
lymphography with thorotrast cannot be used success- 
fully for human patients, very probably because the 
amount of contrast material is not sufficient to produce 
the required pressure in the depot. The function of the 
lymphatic system during the first phase after injection 
is a negative one as it prevents the entrance of contrast 
material. This is evidenced by the fact that “early” 
lymphography is most successful with dead animals. 
The lymph vessel tonus of the living animal obviously 
is an obstacle which prevents the entrance of contrast 
material into the lymph vessels. 

For clinical purposes it is necessary to pay attention 
to the differences in the disappearance of crystalloid 
and colloid contrast media from the lymphatic system. 
Each of these two groups demonstrates a different 
function of the system. Crystalloids give information 
on the “passage function” of lymph vessels and nodes 
directly into the blood stream by the escape of con- 
trast material through vessel and node walls into the 
surrounding tissue and its absorption by the blood 
capillaries. Colloids demonstrate the rate of passage 
of the material through the lymph vessels and nodes, 
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and also its eventual congestion within the nodes. 
Only colloids show the anatomical situation with cer- 
tainty. Crystalloids do not give reliable information 
on the anatomy of the lymphatic system, but they do 
show the correlation between the lymphatic system 
and the blood stream, studies of which have previously 
been difficult to accomplish. 

For a complete clinical demonstration of anatomy 
and function of the lymphatic system, both crystalloid 
and colloid contrast media should be available. All 
media can be used experimentally for that purpose, 
but none of the media employed for animal research 
can be used for clinical purposes. Kollargol is to be 
excluded because of its toxicity, and thorotrast be- 
cause of its carcinogenic potentiality. Attempts to use 
contrast media of the opajol type for direct RLG have 
been unsuccessful because their residuals remain too 
long and threaten to block the lymphatic system. 

The rapidity of the disappearance of crystalloids 
can be considerably reduced by the use of adrenalin. 
Even in shock, the crystalloid is kept considerably 
longer within the lymphatic system. Thus an indirect 
lymphography can be done with a crystalloid medium, 
if adrenalin is injected at the same time. 

The functional two-stage lymphography has been 
suggested, with the use of first a crystalloid, and then 
a colloid, contrast medium.— Max L. Smith, M.D. 


Giant Follicular Lymphoblastoma; Its Treatment 
with Radioisotopes. Joun H. Lawrence and WIL- 
LIAM G. DonaLp, JR. Ann. Int. M., 1958, 49: 1. 


Since 1940 the authors have treated 16 patients with 
giant follicular lymphoblastoma with phosphorus” 
(P-32) administered intravenously. Most of the pa- 
tients received the isotope as disodium phosphate; 
two received colloid chromic phosphate. The physical 
basis for this form of treatment is the relatively in- 
creased rate of phosphatemetabolism in lymphomatous 
tissues. The same features in the rapidly metabolizing 
normal bone marrow make the limiting factors in 
P-32 therapy the depressive effect on hematopoiesis. 
When the tumor is much more highly sensitive to 
P-32 than is the bone marrow the deleterious effects 
on the marrow may be avoided. 

For the most part small doses, in the range of 1 mc., 
were administered at regular, frequent (weekly) inter- 
vals. Total dosages in successfully treated cases varied 
from 6.0 to 44.3 mc. 

Of the 16 patients only 11 who were not in terminal 
states received adequate P-32 therapy. These patients 
survived an average of 6.7 years from the onset of 
the treatment. Nine patients had beneficial effects. 
Three required additional local x-ray therapy to 
maintain a fair response, 3 others were controlled 
from 7 to 20 months with P-32 alone, and 3 had 
excellent responses in terms of complete or nearly 
complete remissions. —Leonard D. Rosenman, M.D. 


MISCELLANEOUS 


The Spiral Artery in the Physiology and Pathology 
of the Circulation (Le arterie a spirale nella fisiologia 
e nella patologia del circolo). Prerro TaGARIELLO and 
Remico Domini. Arch. ital. chir., 1958, 83: 361. 


ALTHOUGH spiral arteries are found in the ovary, en- 





dometrium, mesometrium, and myometrium of many 
mammals as well as in other locations, no study has 
been presented of the dynamic problems involved, 
such as the minute volume, pressure, variations in 
tension, tonus, rate of circulation, elasticity, and the 
propagation of the sphygmic wave. Such angio- 
hemodynamic factors are particularly evident in cer- 
tain pathologic states. The physiologic factors are dis- 
cussed and described in detail, including the minute 
volume, pressure rate, flow elasticity of the vessels, 
tension, tonus, resistance, and the arterial pulse wave 
or sphygmic wave. 

Concerning the geometric problems involved in the 
formation of spiral arteries, the most important 
mathematical curves include the arithmetical spiral of 
Archimedes and the geometrical, equiangular, or 
logarithmic spiral. Their physical differences are ex- 
plained. Attention is drawn to the incidence of true 
and false spirals in mammals other than man, in the 
horns of cattle, shells of molluscs, the trunk of the 
elephant, and the tail of the monkey, all mathemati- 
cally similar but biologically differentiated according 
to physical determining factors. 

The geometric forms of the spiral arteries en- 
countered in various regions of the human body are 
depicted in Figures 1 and 2. The cylindrical spiral 
form is shown in 1 f, g, h, and 2 b, in the ovary, en- 
dometrium, and afferents of the juxtamedullary 
glomeruli. The forms in the central loop of the meso- 
metrial artery and internal spermatic artery of the 
rabbit are identical, but the initial or terminal loops 
of these vessels and those of the collateral circulation 
are usually of the equiangular or Archimedes type. 
The types represented in Figures 1 a, b, c, d, e, and 
2 a are the true spirals. The cylindrical type of spiral is 
usually encountered in vascular tracts of a level 
hemodynamic type, and the geometric or arithmetical 
spiral in tracts providing varying degrees of curvature 
according to the reduced or increased kinetic energy 
of the blood stream. It is impossible, however, to make 
rigid application of mathematical criteria to biologic 
conditions. 

Paradigms of histoangiohemodynamic consonance 
are presented, stressing the intrinsic and extrinsic 
factors involved, such as the circulatory conditions 
affecting the vessel walls and the structure of the 
parenchymal organs. The vessel walls may be sub- 
jected to tissual or circulatory repercussions that may 
play an essential part in determining the spiral forma- 
tion. It becomes necessary, therefore, to distinguish a 
hemodynamic as well as an angiodynamic factor in 
the morphofunctional adaptation of an artery to the 
mechanical demands of the surrounding tissues and 
an active as well as a passive hemodynamism. 

Spiral arteries are found in various regions of the 
bodies of mammals and man, such as the ovary, 
spermatic cord, endometrium, mesometrium, and 
myometrium, renal sinus, afferents of the juxtamedul- 
lary glomeruli, and in the framework of the collateral 
circulation. The anatomicofunctional aspect of the 
spiral arteries in these regions is defined, interpreting 
the physiopathology in the light of the conceptual 
paradigms described. The geometrical and anatomico- 
functional aspects of the spiral arteries of each of the 
aforementioned regions are discussed in detail. 
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Fic. 1 (Tagariello, Domini). Examples of arithmetic, logarithmic, and cylindrical spirals: a and 
b are true spirals in terminal arteries of the collateral circulation; c, d, and e are true spirals in 
the initial portion of the internal spermatic artery; and f, g, and h are cylindrical spirals in an 
ovarian artery, in the central part of the internal spermatic artery, and in the central part of a 


mesometrial artery, respectively. 


On the basis of the histoangiohemodynamic condi- 
tions, three main types of spiral arteries may be recog- 
nized, namely: (1) as an expression of plastic adapta- 
tion of the vessels to changes in the surrounding tis- 
sues (angiodynamic), represented chiefly in the spiral 
arteries of the mesometrium, myometrium, and en- 
dometrium; (2) as an expression of a vascular dis- 
position created primarily by regional autonomous 


regulation of the circulation (passive hemodynamic 
phenomenon), as in the arteries of the ovary and 
testicle, in some of the arteries of the renal sinus, and 
in the afferents of the juxtamedullary glomeruli; and 
(3) as an expression of plastic adaptation of the vessel 
wall to local circulatory conditions (active hemody- 
namic phenomenon), as in collateral circulation in 
the limbs. These vessels are anatomically pre-existent 
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a b 


Fic, 2. Schematic presentations of a true spiral (a) and 
a cylindrical spiral (b). 


together with muscular and nervous structures. They 
are found in the intermediate zone and particularly 
in the distal zone of the collateral circulation, especially 
of the limbs. 





The morphology of the vessels is not attributable 
to contractile forces of the muscle fibers but to local 
hemodynamic conditions. The kinetics of the part are 
important because of the increase in metabolism with 
a consequent increase in circulatory minute volume 
and the formation of metabolites with a vasodilating 
action. The local increments of speed and pressure 
act chiefly upon the descending arteries. The addi- 
tional effect of inversion of the blood stream disturbs 
the parietal histomechanics and changes the usual 
functional unity of the wall and the course of the 
vessel. Not all the arteries mentioned form a true 
spiral; some are only helices or cylindrical spirals. For 
each type there exists a paradigm of histoangio- 
hemodynamic conformity. The vascular torsion may 
be due to mechanical changes in the tissue, may be 
explained as an agent of autonomous regulation of 
the circulation by the organs, or be derived from the 
regional hemodynamic status. The latter is observed 
especially in the spiral arteries of the collateral circu- 
lation, which may be considered as pre-existing ves- 
sels with parietal histomechanics that are modified 
by the abnormal circulatory situation caused by the 
obstruction of the axial current. 

—Edith Schanche Moore. 
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SURGICAL ‘TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Operative and Postoperative Blood Loss, Esper KRAGE- 
LUND. Acta chir. scand., 1958, 115: 160. 


In THIs sTUDY the accuracy of blood loss determina- 
tions during operations was determined, and an 
analysis was made of the factors influencing the 
amount of blood loss. The extent of postoperative 
bleeding was also estimated by comparing the amount 
of operative blood loss and the quantity of blood 
which had to be transfused during and after opera- 
tion. A total of 147 determinations of blood loss was 
performed on 146 patients. Gravimetric and colori- 
metric methods were both used in almost all in- 
stances. It was found that the colorimetric method 
usually gave higher values for blood loss than did the 
weighing method, the difference amounting to ap- 
proximately 25 per cent for the entire series. These 
determinations were done in 25 different types of 
operations. As examples, resection of the esophagus 
and stomach was found to involve an average blood 
loss of 1,090 ml. by the weighing method, and 1,325 
ml. by the colorimetric method. In gastrectomy the 
blood loss by the gravimetric method was 434 ml., 
and by the colorimetric method 612 ml. on the aver- 
age. Total hysterectomy had an average blood loss by 
the gravimetric method of 1,108 c.c., and by the 
colorimetric method of 1,222 c.c. 

The relation between blood loss and the length of 
the operation was studied, and it was found that 
about 300 ml. are lost per hour during the first 5 
hours. The curve then levels off to about 8 hours, and 
thereafter rises rapidly. The latter part of the curve 
represents only a few patients, and operations in these 
were particularly difficult because of the difficulty in 
effecting hemostasis. 

Other factors evaluated included sex, age, weight, 
arteriosclerosis, preoperative blood pressure, the sur- 
geon, and the anesthesia. It was found that the 
amount of blood lost depended primarily on the sur- 
geon’s technique, slightly on the age, body weight, 
and presence or absence of arteriosclerosis, but not at 
all on sex, preoperative blood pressure, and type of 
anesthesia. 

To calculate the error in the determination of the 
operative blood loss and the postoperative bleeding, 
the results of the determinations of blood loss during 
the operation were compared with the amount of 
blood which had to be administered during the 
operation and during the early postoperative period. 
The error in the determination of blood loss plus the 
postoperative bleeding may be estimated by sub- 
tracting the measured blood loss from the amount 
transfused. Corrections for the citrate solution in the 
blood transfusion bottles and for differences between 
preoperative and postoperative hemoglobin deter- 
minations must be included in these calculations. It 
became apparent that the operative and postopera- 
tive bleeding had not been replaced until the patient 
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had received blood in quantities corresponding to the 
operative blood loss determinations plus from 500 to 
1,500 ml. Analysis of the relationship of the postopera- 
tive bleeding to the amount of measured operative 
blood loss showed it to be independent to the amount 
of the blood loss, but dependent on the type and ex- 
tent of operation. Within the same type of operation, 
the amounts of operative and postoperative bleeding 
were of approximately the same order of magnitude. 

The evidence presented in this article demonstrates 
that reduced blood volume after operation is primarily 
caused by undemonstrable postoperative bleeding, 
and not by the operative bleeding except in cases of 
very extensive blood loss. 

—E. Thomas Boles, Fr., M.D. 


Digital Reconstruction. M. GonzaLez-ULLoa. Plastic 
& Reconstr. Surg., 1958, 22: 302. 


A METHOD for restoring the function and shape of the 
finger after partial loss is presented. 

Finger loss is divided into five degrees: (1) at the 
finger tip, without injury of the distal bone, (2) at the 
distal phalanx, (3) at the middle phalanx including 
the distal interphalangeal joint, (4) at the proximal 
phalanx, and (5) beyond the metacarpophalangeal 
joint. The author describes particularly the treatment 
of amputations of the fourth degree. 

In recent fourth degree loss the patient’s own ampu- 
tated finger is used for reconstruction. In an old 
amputation the finger of a fresh cadaver is employed. 
In either case the nail, skin, and subcutaneous tissue 
are discarded so that the bone, joints, and long ten- 
dons are left for use in restoration. 

The osteoarticular tendon structure is buried in an 
abdominal tube. If the patient’s own finger is being 
used the bones are united by a mortice and tenon 
joint (Fig. 1). If a cadaver finger is being employed it 
is allowed to remain in the abdominal tube for 15 
days and is then joined to the patient’s phalanx if the 
waiting period has proved the homograft to be 
tolerated well. No attempt is made to join the ten- 
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Fic. 1 (Gonzalez-Ulloa). Union of the bones by 
means of a mortice and tenon joint secured with No. 
35 steel wire. 
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dons at this time, but a tenoplasty is done several 
months later. 

Two or 3 months after the reconstructed finger is 
detached from the abdominal wall an acrylic nail is 
inserted into a trough prepared in the tip. 

‘Twenty-five reconstructions have been performed 
with good anatomic and functional results. 

—W. C. Huffman, M.D. 


The Problem of the Painful Scar. James C. Wuire. 

Ann. Surg., 1958, 148: 422. 

PAIN AND HYPERALGESIA may follow a routine opera- 
tive incision, and occur most frequently after damage 
of the superficial radial, intercostal, or saphenous 
nerves. A painful scar is encountered most often after 
operations on the wrist, elbow, groin, or knee; and 
after thoracotomy, sympathectomy, inguinal hernior- 
raphy, and renal procedures. Incisions close to the 
midline, where there are no major nerve trunks, 
rarely produce this complication. 

Painful scar is related to injury of a peripheral sen- 
sory or mixed nerve with subsequent perineurial scar- 
ring or the development of a neuroma in continuity. 
A similar syndrome may follow partial injury and im- 
perfect regeneration of the major nerves after neuroly- 
sis or suture. This is thought to be due to damage of 
the relatively less resistant, rapidly conducting, 
myelinated delta axons, as opposed to the slowly con- 
ducting C fibers, which leaves a peculiarly disagree- 
able residual sensation. 

If a tender neuroma can be temporarily relieved by 
the injection of an anesthetic solution, a single resec- 
tion is worth a trial. Suture of the nerve ends following 
resection is recommended if it can be accomplished 
without tension. Neurotomy proximal to a neuroma 
is not often successful and has not relieved postinci- 
sional intercostal neuralgia. However, when a single 
nerve, such as the saphenous or sural nerve in the 
lower leg, supplies a large area of hyperalgesic skin a 
neurotomy of this type may be successful. Neurolysis 
with transposition of a scarred nerve trunk into a bed 
of healthy granulation tissue is rarely effective. 

Sympathetic ganglionectomy is most effective in 
cases of true causalgia in which pain is exaggerated by 
psychologic and thermal stimuli. Amputation is to be 
avoided in treatment of the painful scar, since the pain 
will often be perpetuated in a phantom limb. 

Anterolateral spinothalamic cordotomy will relieve 
the pain whenever an adequately high level of anes- 
thesia can be maintained. Upper thoracic cordotomy 
produces permanent analgesia at the level of the 
umbilicus in 75 per cent of the cases. High cervical 
cordotomy for nonmalignant thoracic pain is not ad- 
vised because of the loss of thermal sensibility in the 
arm, and the risk of development of a disagreeable 
paresthesia. In cases of pain following amputation of 
the arm, less than half of the patients leaving the hos- 
pital with analgesia to the level of the shoulder will 
maintain this level more than a year. 

Posterior rhizotomy can be used for pain in the 
neck, shoulder, and torso, and is rarely followed by 
complications unless the sensory innervation to the 
extremities and bladder is sacrificed. The resulting 
anesthesia does not, however, necessarily affect deep 
pain and tenderness. The section of sensory spinal 


roots to the arm is well tolerated provided the vital 
sensory area of the median nerve (C6 and C7) is left 
intact. The author recommends cordotomy as the 
procedure of choice only in patients with pain follow. 
ing mastectomy in whom two thorough trials of sen- 
sory denervation by rhizotomy have failed, and in pa- 
tients with neuralgia in the extremities, in whom ex- 
tensive root section would result in a useless limb or 
impairment of micturition. In painful intercostal or 
abdominal scars with radicular neuralgia, posterior 
rhizotomy is the simplest and safest procedure and in- 
volves no greater risk of failure. Cordotomy should be 
reserved for the case in which pain persists despite an 
apparently adequate dermatomal anesthesia. 

The author emphasizes the need for care in han- 
dling regional nerves during herniorrhaphies, thora- 
cotomies, sympathectomies, exposure of the kidney 
and ureter, and operation on the extremities. If any 
nerves are inadvertently severed, it is important to 
recognize this and suture them immediately. 

—Stuart L. Scheiner, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


The Fiber Composition of Hospital Dust. T. A. 
PressLey. Lancet, Lond., 1958, 2: 712. 


THE AUTHOR attacks the question of hospital dust, 
particularly that from blankets, as a source of infec- 
tion. No direct counts from the exposure of plates are 
reported, rather a specially designed dust collector 
was placed 34 inches from the floor. Fourteen 24 
hour samples, each containing about 48 mgm. of 
dust, were collected. Twelve of these sampies con- 
tained Staphylococcus aureus. An additional 8 sam- 
ples were apparently not examined bacteriologically. 

The fiber concentration of the dust was about 96.2 
per cent cellulose, 3.2 per cent protein, and 0.6 per 
cent unidentified fibers. 

A dye identification method for identification of 
the fibers is given in detail for those interested. 

The sweeping conclusion, unrelated to the facts of 
the study, is that since most of the fluff samples exam- 
ined contained coagulase positive staphylococci, cross 
infection must consequently be due to some other 
agency of transfer than fluff from blankets. The 
author further concludes that replacement of wool 
blankets is unlikely to reduce cross infection, although 
the evidence in this article suggests that woolen dust 
is somewhat heavier than cotton, and likely to settle 
sooner, and no other comparisons of wool and cotton 
are made. —Carl H. Calman, M.D. 


An Appraisal of Methods of Testing Bacterial Sensi- 
tivity to Antibiotics, E. O. Hitt, W. A. ALTEMEIER, 
and W. R. CuLBertson. Ann. Surg., 1958, 148: 410. 


IN A VERY INTERESTING AND TIMELY REPORT, the au- 
thors compare the antibiotic disc method of determin- 
ing bacterial sensitivity to various antibiotics with the 
tube dilution technique. The bacteria used were the 
Staphylococcus aureus, Escherichia, Aerobacter, Pro- 
teus, and Psuedomonas. The antibiotics tested were 
penicillin, erythromycin, chloramphenicol, strepto- 
mycin, chlortetracycline, oxytetracycline, tetracycline, 
neomycin, bacitracin, and polymyxin. 
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It was concluded that, although the serial tube 
dilution technique is more accurate, it is not readily 
adaptable to practical clinical use. The disc method 
itself is satisfactory, but the authors found a remarka- 
ble lack of standardization in the commercially avail- 
able antibiotic discs. 

Better manufacture and standardization of these 
discs is strongly recommended, and until this can be 
accomplished all who use this method must be aware 
of the discrepancies which may occur. 

—Richard E. Gardner, M.D. 


Candidosis Following Antibiotic Therapy. G. Grun- 
cut. Scientica med. ital., 1958, 6: 580. 


THIs MONOGRAPH of 40 pages is a detailed and elabo- 
rate review of the problem of candidosis. The most 
common Candida mycete is Candida albicans which 
may be isolated from 4 to 28 per cent of healthy per- 
sons and 60 to 73 per cent of sick individuals. Al- 
though the incidence of Candida in people receiving 
antibiotics was 66 per cent, the incidence of pathologic 
processes that could be attributed to Candida was 
only 10 per cent. The majority of the clinical cases 
occurred in children. 

Three medications were tested and all were found 
effective—nistatin, amphoterydin B, and trichomycin. 
No resistance developed if the infection returned, as 
the second course of treatment was just as effective as 
the first. Unpleasant side effects were somewhat more 
common with trichomycin. 

— Ward D. O’ Sullivan, M.D. 


Experimental Studies of Value in the Simultaneous 
Administration of Tetanus Antitoxin and Toxoid 
(Experimentelle Untersuchungen ueber die Moe- 
glichkeit der 'Tetanus-Simultanprophylaxe). J. TE1cH- 
MANN. Wien. med. Wschr., 1958, 40: 826. 


DIVERGENT OPINIONS exist as to the value of prophy- 
laxis of tetanus by the simultaneous administration 
of antitoxin and toxoid. 

In case of an accident passive immunization is re- 
quired because toxoid acts too slowly. On the other 
hand, the duration of passive immunization is rela- 
tively short; hence, a combination of both methods 
has been suggested. 

Mice and guinea pigs were given injections of teta- 
nus antitoxin in doses corresponding to those used for 
prophylactic purposes in man, whereas the toxoid 
doses were much larger than those used in human 
disease. Dried toxin, the toxicity of which had pre- 
viously been found to be constant, was used for 
inoculation. 

A single administration of tetanus antitoxin and 
toxoid to guinea pigs did not provide the degree of 
immunity obtainable by exclusive active immuniza- 
tion. Apparently the injected serum reduced the 
antigenic properties of the toxoid. 

In mice the difference between the effects of exclu- 
sive active immunization and the concurrent admin- 
istration of antitoxin and toxoid was less noticeable. 

A considerable degree of immunity was recorded 
already 8 days after the second toxoid injection. A 
complete immunity may be expected in 5 weeks after 
initiation of the immunization. If the second injection 
is given 3 weeks after the first, and the third from 2 
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to 3 months later, immunity lasting several years 
may be anticipated. 

The author is of the opinion that the simultaneous 
administration of toxoid and antitoxin deserves great- 
er popularity than it usually enjoys because a single 
second immunization with toxoid provides long-last- 
ing immunity. — Joseph Narat, M.D. 


ANESTHESIA 


Artificial Respiration. B. G. B. Lucas and H. W. 
Wuitcuer. Brit. M. 7., 1958, 2: 887. 


THE atm of this investigation was to examine the 
merits of intermittent positive-pressure ventilation as 
achieved by a modification of the classical mouth-to- 
mouth respiration, or by a simple hand-operated bel- 
lows resuscitator, and to compare it with the conven- 
tional Schafer and Holger Nielsen methods under 
similar conditions. Unconscious curarized subjects, 
undergoing elective surgery, were used in the study. 
The mouth-to-mouth apparatus consisted primarily 
of a standard light-type Service respirator worn by a 
donor. The resuscitator consisted of a bellows, with a 
maximum capacity of 3 liters, and a face-mask, con- 
nected together by a dual purpose valve. 

All four forms of artificial respiration were found to 
be adequate for maintaining oxygenation in the 
anesthetized, curarized subject under ideal condi- 
tions, but there was a slight fall in oxygen saturation 
(as measured by oximetry) with manual methods, 
whereas no such fall occurred with either form of 
positive pressure resuscitation in 30 minutes. There- 
fore, in an emergency, when conditions are not ideal, 
positive pressure would be more effective, particu- 
larly in the presence of partial respiratory obstruction. 

Manual methods have the advantage of requiring 
no apparatus, but they do require space. Intermittent 
positive-pressure methods require apparatus but are 
superior in terms of ventilation and oxygenation. 
Apart from aesthetic considerations, an over-all dis- 
advantage of mouth-to-mouth ventilation is that 
there is a tendency on the part of the donor to over- 
ventilate. The bellows resuscitator on the other hand 
was entirely satisfactory. The complete apparatus is 
extremely simple, fresh atmospheric air is used for 
each breath, and there is minimal fatigue. 

— Mary Frances Poe, M.D. 


Analysis of a Study of More Than 500 Patients Re- 
ceiving Repeated Injections of an Anesthetic Drug 
into the Caudal Canal. Water H. Gerwic, Jr. 
and Cuarves S. Coak.ey. South. M. 7., 1958, 51: 
1422. 


THE AUTHORS describe a technique of providing con- 
tinuous or intermittent caudal anesthesia for the con- 
trol of postoperative pain following surgical proce- 
dures about the anus and adjacent areas. 

Briefly, the technique consists of inserting a vinyl 
tube into the caudal canal through a No. 18 gauge 
caudal needle. A regular caudal anesthetic is then 
administered. The tube is left in place and taped to 
the patient’s back and around to his flank for easy 
accessibility. Postoperatively, at intervals determined 
by the discomfort of the patient, additional quantities 
of the local anesthetic agent are administered through 
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the vinyl tube. Most of the commonly used local 
anesthetic agents have been successful. 

The authors found that this method is effective in 
controlling postoperative pain in 85 per cent of the 
patients. The remaining 15 per cent includes patients 
in whom a caudal anesthetic is contraindicated be- 
cause of some local disease in the region of the sacral 
foramen, marked obesity, and paralysis of the lower 
extremities, and patients who have a drop in blood 
pressure of 30 mm. of mercury or more following the 
administration of the original caudal anesthetic. 
There has been no instance of infection associated 
with this technique in more than 500 patients treated, 
although no antibiotics or chemotherapeutic agents 
were employed in the entire series. The authors sug- 
gest that it is well to keep in mind that the repeated 
use of a local anesthetic may exhibit the phenomenon 
of tachyphylaxis—the progressive decrease in ef- 
fectivity with succeeding doses. In these cases it is 
recommended that another local anesthetic agent 


be used. —Harvey N. Lippman, M.D. 


SURGICAL INSTRUMENTS AND APPARATUS 


“DuraFoam,” A New Material for Rest Splints in the 
Prevention of Deformity in the Chronic Rheu- 
matic Diseases. J. N. Swanson. Canad. M. Ass. 7., 
1958, 793658. 


Derormity in rheumatoid arthritis has long been con- 
trolled by the use of “‘night splints,” a device also of 
use in other orthopedic problems. The usual material 
for splints is plaster of Paris. The weight, poor dura- 
bility, and difficulty of forming plaster splints has 
prompted the substitution of plastics. Plastics, how- 
ever, have been in the past expensive, slow-setting, 
and in some cases have caused burns or dermatitis 


from the heat of setting or from the solvent or resin of 
the plastic respectively. 

“‘DuraFoam”’ is a plastic material designed to over- 
come past disadvantages in plastic splinting and cast- 
ing. The durafoam material is formed in a jar from 
the interaction of two chemicals (these are not re- 
vealed) to form a nontoxic foam. The semisolid foam is 
poured into a transparent plastic envelope. One side 
of the envelope is resilient, the other is a film upon 
which a splint design may be traced in advance. The 
filled envelope of plastic is rolled onto a flat surface to 
distribute the material evenly. When the material is of 
proper consistency the pretraced splint pattern is cut. 
At this stage the plastic should not run. The splint is 
then applied and flattened to the limb with a flannel 
or other nonelastic bandage. Nine minutes of harden- 
ing are allowed, then the plastic film is removed. The 
other side of the envelope affords padding, and insula- 
tion from heat from the reaction. The shape of the 
splint may be modified by reheating to 250 degrees, 
The material is transparent to x-rays, waterproof, 
light and washable. —Carl H. Calman, M.D. 


Sterilization by Conducted Heat. E. M. Darmapy, 
K. E. A. Hucues, and J. D. Jones, and Win1FRep 
Tuxe. Lancet, Lond., 1958, 2: 769. 


THE AUTHORS describe a thermostatically controlled 
aluminum block with holes which take syringes in 
their containers. A covered tray containing cutting 
instruments can be heated on top of the block. The 
block can be maintained at 190 degrees C. and syr- 
inges can be sterilized in 18 minutes and instruments 
in 30 minutes, or, if the block is heated from cold, the 
syringes require 30 minutes and the instruments 45. 
The apparatus is adapted for the small user. 
—W. Foster Montgomery, M.D. 
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ROENTGENOLOGY 


Intracavitary Fungus Infections of the Lung (Sulla 
micosi polmonare intracavitaria). A. Devoto and A. 
PessAGNo. Radiol. med., Milano, 1958, 44: 771. 


FUNGUS INFECTIONS may develop in lung cavities. 
Case reports of this particular type of fungus infection 
are rare in the world literature. The lesion, usually 
single, is always located in the upper lobes and con- 
sists of a single cavity lined by squamous or ciliated 
epithelium. The cavity contains a rounded, friable 
mass which is formed by the mycelial elements. The 
microscopic appearance of this intracavitary mass 
will vary according to the type of fungus responsible 
for the lesion. The surrounding lung tissue is usually 
devoid of any gross changes unless the fungus infec- 
tion has developed in a pre-existing cavity due to an 
old chronic abscess or tuberculosis in which case the 
lung shows varying degrees of inflammatory changes. 

The fungi most frequently responsible for such a 
lesion are the Aspergillus, Candida albicans, and 
Streptomyces albus. There is some discussion as to 
how the cavity containing the mycelial body is 
formed. Some workers believe that the cavity is formed 
by the fungus infection. Others contend that the 
fungus infection is superimposed on a pre-existing 
cavity, congenital or acquired. The general condition 
of the patients is not altered. Small hemoptyses occur 
frequently. Roentgenologically, the lesion appears as 
a cavity circumscribed by a very thin and well de- 
lineated margin. The lower portion of the cavity con- 
tains a rounded mass separated from the margin of the 
cavity by a radiolucent area with a semilunar outline. 
The characteristic mobility of the intracavitary mass 
can be demonstrated by taking films with the patient 
in various positions. Differential diagnosis must be 
made from hydatid cysts of the lung, tuberculous cavi- 
ties, bronchogenic cysts, and cavitating bronchogenic 
carcinomas. 

Two cases are presented. One was that of a 50 year 
old male and the other that of a 15 year old boy. The 
Aspergillus niger was cultured from the sputum. In 
the second patient, a roentgenologic diagnosis of 
bronchogenic cyst was made at the age of one year 
when the child had a pneumonitis. Fifteen years later, 
following the onset of small hemoptyses, further 
roentgenograms were taken which showed the typical 
aspect of intracavitary fungus infection in the area 
where the cyst had previously been seen. Sputum cul- 
tures for acid-fast bacilli and fungi were consistently 
negative. However, the Aspergillus was cultured from 
the bronchial aspirate. The authors consider that in 
the second case the fungus infection involved a pre- 
existing cavity, in this instance a congenital broncho- 
genic cyst. —René Menguy, M.D. 


Triple Gallbladder with Formation of Milk of Cal- 
cium Bile (Cistifellea tripla e bile calcarea). Ro- 
BERTO Bont. Radiol. med., Milano, 1958, 44: 833. 


THE AUTHOR states that he could not find a case of 
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triple gallbladder similar to his in the literature. The 
case was that of a 32 year old female who, 8 years 
prior to being seen, complained for the first time of 
right upper quadrant pain which lasted for 20 days. 
This occurred during her first and only pregnancy. In 
the interim, she had no complaints referable to the 
biliary tree until several days prior to the present 
examination, at which time she complained of some 
colicky pains in the right upper quadrant. She had not 
experienced any chills or fever. 

A plain film of the abdomen was taken and this re- 
vealed two separate gallbladder images. Each of the 
structures contained a small calculus, both of which 
were nonopaque and their presence was revealed by 
what appeared to be milk of calcium bile in the gall- 
bladders. An oral cholangiogram outlined a third 
vesicula fellea of slightly larger size than the two 
others. This third structure was visible only when the 
patient was standing and with the aid of dorsal com- 
pression. It appeared to be free from disease. Follow- 
ing a fatty meal, the large bladder contracted well, 
one of the others contracted slightly, and the one 
containing the larger stone did not contract at all. An 
intravenous cholangiogram outlined the hepatic ducts 
and a portion of the common bile duct as well as a 
cystic duct leading to the large healthy gallbladder. 

In the author’s opinion, this malformation was due 
to the formation of three diverticula of the common 
bile duct resulting in the development of three 
separate gallbladders, rather than to a double septa- 
tion of a single primary gallbladder. 

—René Menguy, M.D. 


Splenoportography in Diagnostic Studies of Spleno- 
megaly (Die Splenoportogrfie in der Diagnostik der 
Splenomegalie). J. Réscu, J. Bret, and M. LiSxovA. 
Fortsch. Roentgenstrahl., 1958, 89: 249. 


THE AuTHors describe a technique of splenoportog- 
raphy which was used successfully in the examination 
of 50 patients with splenomegaly. The injection was 
done under fluoroscopic control. A preliminary pic- 
ture was taken from which the exact position of the 
spleen was determined. The needle was introduced in 
the 9-10 intercostal space in the midaxillary line. ‘The 
needle was introduced into the spleen while the pa- 
tient was asked not to breathe or during the apneic 
phase of respiration. A few cubic centimeters of the 
contrast material were injected in order to determine 
the position of the tip of the needle. This was followed 
by rapid injection of the rest of the solution and the 
syringe was then withdrawn. The authors used 20 
cubic centimeters of 70 per cent diodon solution for 
injection. Six to 10 roentgenograms were taken at 1 to 
2 seconds intervals. 

The splenomegalies were differentiated into 4 
groups. 

Group 1 consisted of systemic diseases: leukemia, 
polycytemia, lymphogranuloma, hemolytic icterus, 
lipoid degeneration, and infection. In all of these dis- 
eases the circulation of the blood in the spleen was 
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increased, which caused an increased pressure in the 
splenic veins. It was recognized in the pictures by 
prominence, dilatation, and lowering of the splenic 
veins. The main vein was displaced medially by an 
enlarged spleen and appeared tortuous. The con- 
trast density was decreased because of the presence of 
hyperemia and increase of the venous circulation. 

Group 2 was characterized by the presence of ex- 
trahepatic portal obstruction as one sees in congeni- 
tal narrowing of the portal vein, thrombosis of the 
vein, or compression. Narrowing of the vein lumen 
on splenography is characteristic for this group. It was 
recognized by obstruction or a fill-in of contrast 
material in the lumen of the vein, dilatation of the 
vein in front of the obstruction, slow circulation time, 
and the presence of collateral circulation. 

Group 3 was observed in liver cirrhosis or hepatitis. 
On the basis of the progression of liver fibrosis, 3 
different stages are recognized on the splenogram. In 
the beginning of the disease, when only mild fibrosis is 
present, only the small vessels are recognized on the 
hepatogram. In the advanced stage, when fibrosis of 
the parenchyma is advanced, the filling of the smaller 
vessels does not occur and only large, central vessels 
can be recognized. The collateral venous circulation is 
well developed. 

Group 4 included tumors of the spleen and trau- 
matic ruptures, but the authors had no personal ex- 
perience with rupture. 

In conclusion, the authors state that splenoportog- 
raphy is a very important diagnostic aid in the classi- 
fication of diseases of the spleen and liver. With it the 
venous system of the spleen and liver is satisfactorily 
visualized and the pathology demonstrated. It has 
been a safe procedure in the authors’ hands and only 
3 of 50 patients developed minor complications. It is 
also extremely useful prior to surgery, since in most 
cases the disease in the abdominal cavity can be well 
defined. Several roentgenograms illustrating the pro- 
cedure are included in the article. 

—George B. Wichman, M.D. 


Enlargement of the Placenta as Demonstrated by Soft 
Tissue Placentography. James W. Ryet and GEorRGE 
Jacosson. Am. 7. Roentg., 1958, 80: 639. 


THE AUTHORS review the literature on methods of 
demonstrating an enlarged placenta and comment 
that little attention has been given to this finding. They 
suggest that films in both oblique projections as well 
as the anterior and lateral projections are necessary 
and believe that the added exposure given to the pa- 
tient and unborn fetus is justified when there is an 
impression of placental difficulties. Enlargement of the 
placental shadow can be due to: (a) erythroblastosis, 
(b) premature separation of the normally implanted 
placenta, (c) syphilis, (d) diabetes, (e) placental 
tumors, and (f) continued growth of the placenta after 
fetal death. In addition to these true enlargements, 
some pseudoenlargements also exist, which include: 
polyhydramnios, abnormal presentation of the fetus, 
tumors or abnormalities of the uterus, abnormalities 
of the fetus, and prematurity. 

The authors present cases illustrating enlargement 
in erythroblastosis and in premature separation, but 
present none with enlargement due to syphilis, dia- 


betes, placental tumor, or continued growth after 
fetal death. They believe that early diagnosis of pre- 
mature separation of the placenta can be facilitated 
when an enlarged placental shadow is demonstrated 
and erythroblastosis can be excluded. 

—Frank R. Hendrickson, M.D. 


Tomographic Analysis of Depressed Fractures Within 
the Knee Joint, and of Injuries to the Cruciate 
Ligaments. Stic FAGERBERG. Acta orthop. scand., 1958, 
27: 219. 


BECAUSE OF THE difficulty in detecting small compres- 
sions of the condylar surfaces and eminences of the 
tibia in routine roentgenographic studies, the author 
has investigated tomography as a means of providing 
more accurate diagnoses. By means of experimental 
depression fractures of the tibial condyles he has shown 
that considerable compressions may be overlooked by 
routine studies, but small compressions can be detected 
readily by tomography. 

In 200 patients with manifest or suspected fractures 
of the knee examined by tomography (as well as by 
routine roentgenographic studies) 126 fractures were 
found. Eight of these were demonstrated only by 
tomography, and all 8 consisted of a depression of not 
more than 2 mm. in the lateral tibial condyle. In 12 
other patients with larger fractures the tomograms 
were of value in revealing in greater detail the location 
and extent of the injury, and were of importance in 
deciding whether to undertake operative reconstruc- 
tion. 

The author has also used this method in conjunction 
with diodrast arthrography to demonstrate the cruci- 
ate ligaments and injuries to these ligaments. It is dif- 
ficult to demonstrate the cruciate ligaments well by 
arthrography alone because of overlying structures 
and depots of contrast medium in the interior of the 
joint. Tomographic studies were carried out in the 
lateral projection with the knee flexed 45 to 90 de- 
grees. Four tomograms at 0.5 cm. intervals were 
usually enough. 

A number of excellent pictures of radiographs lend 
support to the author’s contention that “the absolute 
superiority of the tomography is shown.” 

—Flora Brown Wurtz, M.D. 


Bursitis Retrocalcanea Achilli. Jous. STEFFENSEN and 
A. EvENSEN. Acta orthop. scand., 1958, 27: 228. 


Tue AUTHORS discuss the pathogenesis, diagnosis, and 
treatment of this syndrome, which they state is a fre- 
quent and troublesome disorder, often misunderstood. 
It is also known as achillodynia, calcaneal spur, and 
tendinitis. 

The condition involves an inflammation of the 
bursa between the Achilles tendon and the posterior 
part of the os calcis. The authors quote Rossler as 
finding ‘‘all degrees from a mild aseptic bursitis to 
affection of the bone with osteitic changes and hyper- 
trophic processes from the periosteum in the periph- 
ery.” 
The clinical findings of local pain and tenderness 
combined with a tendency of the patient to relax the 
tendon by holding the foot in equinus usually make 
the diagnosis easy, although it is necessary to exclude 
inflammations of specific origin and disorders in the 
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subcutaneous bursa on the posterior aspect of the 
Achilles tendon. 

The condition can be recognized from the roent- 
genogram and the authors describe an angle which 
can be measured on lateral roentgenograms of the os 
calcis to indicate the lever of the tendon. This angle is 
formed by two lines, one from the most posterior point 
on the tuberosity (corresponding with the upper part 
of the insertion of the Achilles tendon) to the deepest 
point of the sinus tarsi, the other from the most poste- 
rior point of the posterosuperior edge of the os calcis to 
the first mentioned point corresponding to the inser- 
tion of the tendon. If this angle exceeds 63 to 65 de- 
grees it may be a predisposing factor. Also, if the mass 
of bone behind the upper arm of this angle is relatively 
large there is a further predisposition. The tendon 
may “ride” over the increased prominence of bone. 

It is stated that only radical surgery will suffice as 
treatment for patients with typical complaints when 
the roentgenograms are typical. The bursa is exposed 
through an incision lateral to the tendon. The bursa 
has to be removed completely and it is necessary to 
chisel off enough of the upper edge of the calcaneus to 
prevent recurrences. —Flora Brown Wurtz, M.D. 


The Phlebography and Its Importance in Diagnostic 
Studies of the Venous Circulation (Die Phlebo- 
graphie und ihre Bedeutung in der Venendiagnostik ). 
K. G. EysHopt. Fortsch. Roentgenstrahl., 1958, 89: 269. 


Tue AUTHORS discuss the diagnostic value of phlebog- 
raphy of the limbs and pelvis. In all cases uro- 
graphin (Schering) was used. It was injected directly 
into the vein distal from the obstruction or in the bone 
marrow of the pubic part of the pelvis or os calcis. 
With the bone marrow injection an excellent demon- 
stration of the pelvic or leg veins could be accom- 
plished. The roenigenograms were taken at 1 minute 
intervals. 

In interpretation of the roentgenograms the heavi- 
ness of the contrast dye as compared with blood 
should be considered. The dye tends to accumulate in 
dependent parts of the circulation and in many in- 
stances does not reach the site of obstruction. This is 
true especially when venous engorgement is present 
distal to the obstruction. 

In order to demonstrate pelvic veins, the contrast 
material was injected into the femoral vein or in the 
bulbous part of the saphenous vein. An obstruction of 
the deep pelvic veins by a thrombus was recognized 
by absence of the dye in the main vein and the presence 
of a well developed collateral circulation. Also in 
pelvic tumors phlebography was useful, since in many 
instances the borders of the tumor could be demon- 
strated. 

In the lower limbs the contrast material was in- 
jected into the small saphenous vein or into the mar- 
row of the os calcis. In acute obstructions the injection 
was performed with the limb in a horizontal position. 
In the postthrombotic syndrome phlebography should 
be carried out with the patient tilted, since only then 
can a Satisfactory filling of the deep veins be accom- 
plished. Variations of normal appearances should not 
be confused with abnormal findings. 

In no instance did the author observe any complica- 
tions following phlebography. Several roentgenograms 
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demonstrating pathological changes which were 
found by phlebography are included in the article. 
— George B. Wichman, M.D. 


MISCELLANEOUS 


Radioactivity and the Human Skeleton. L. D. Mart- 
NELLI. Am. 7. Roentg., 1958, 80: 729. 


THE SALIENT POINTS of what has been done and what 
remains to be done in the direct appraisal of can- 
cerogenesis to be expected from deposition of radium 
in the human skeleton are presented. In 1940, the 
maximum permissible level of radioactive material 
in the human skeleton was set at .l ug. Ra. Ten years 
later it was calculated that life-time drinking of water 
with a Ra content of 40 uuc./liter would not result 
in a skeletal accumulation of more than .1 uc, but in 
the interest of caution it was recommended that the 
permissible water content and resultant skeletal 
burden be reduced by a factor of 10, or possibly 100 
(4 or .4 wuc./liter water). In some areas the water 
content is appreciably higher, notably in some areas 
around Chicago. The radium intake in food, like- 
wise, varies geographically. From a relatively small 
group of the population in the various areas tested, 
it has been possible to estimate skeletal burdens of 
Ra in given areas, but wider bone samplings are 
highly desirable for accuracy. Specific data on long 
term follow-ups of individuals with measured skeletal 
burdens of Ra are lacking, but there is nothing in the 
vital statistics of areas with relatively high Ra burdens 
to suggest increased cancerogenesis due to relatively 
high burdens from natural sources. 

To extend the analysis to higher burdens, in- 
dividuals previously employed in the radium dial 
industry, and those who have been given thorotrast 
20 to 30 years ago, and have carried doses 1,000 
to 100,000 times the average normal burden are 
considered. To date, 190 cases of radium poisoning 
have been reported. A reliable estimate of burden 
is lacking in more than one-half of these. No case of 
bone cancer or clinically recognizable disease due 
to Ra 226 or a combination of Ra 226 and Ra 228 
has been reported in individuals carrying burdens 
less than .4 uc. 

The quantity of factual information at present is 
meager and accumylation of sufficient reliable in- 
formation will require co-operative effort by many 
individuals in many areas, not only in determining 
skeletal burdens of Ra under normal circumstances, 
but in locating and studying individuals (such as 
dial painters and individuals given thorotrast) who 
have been carrying the burden for many years and 
will soon be lost permanently to follow-up through 
advancing age and dispersal throughout the country. 

—Lois Cowan Collins, M.D. 


Experiences with the I'*! Tagged Cistobil (-Ethyl, (3- 
mino-2, 4, 6,-Triiodophenyl) Propionic Acid(Espe- 
rienze mediante cistobil marcato con J'!). E. Benasst, 
P. Oxuino, D. Fianpesio, C. pe Amrost, I. Stoppa, 
and M. Breusa. Minerva med., Torino, 1958, 49: 3181. 


A SERIES OF sTuDIEs on the physiology of the gall- 
bladder, as well as on the elimination of the bile, has 
been conducted at the Institute of Radiology of the 
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Fic. 1 (Benassi e¢ al.). X-ray, isotopogram, and radioisotopogram of the gallbladder before and 
after fat meal. 


State University Medical School of Turin, Italy, em- 
ploying a radioactive contrast medium and a specially 
designed apparatus. The equipment used for this 


purpose consists of a regular x-ray machine plus two 
scintillometers connected to a rate meter and a re- 
cording apparatus. The contrast medium is the I! 
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tagged cistobil, or a-ethyl 8 (3-amino-2,4,6-triiodo- 
phenyl) propionic acid. 

This apparatus enabled the researchers to obtain a 
graphic representation of the radioactive material 
present in a given organ, in this case the gallbladder, 
as well as the standard x-ray film plus a superimposi- 
tion of the two. The first record is called an isotopo- 
gram and the result of its superimposition on the 
roentgenogram gives the radioisotopogram. As 
demonstrated in Figure 1, there is a constant cor- 
relation between the roentgenogram and the isotopo- 
gram. 

Sixteen patients were studied with this new diag- 
nostic method. Most of the subjects were normal and 
in a few instances there was a known cholelithiasis. 
All of the patients received 3 gm. of tagged cistobil 
and the test was run the next morning after 12 hours. 
The following results were obtained: the isotopogram 
paralleled one roentgenogram in outlining the shadow 
of the gallbladder but it failed to reveal the stones in 
the case of cholelithiasis. The isotopogram did not re- 
veal the shadow of the liver, at least with the small 
dosage of cistobil used in this study. The contrast 
medium was not absorbed by the thyroid gland. 
About 85 per cent of the substance was eliminated 
within 72 hours, mostly with the feces (65 per cent), 
and in smaller proportions (35 per cent) with the 
urine. —Riccardo Benvenuto, M.D. 


Implant Radiation Therapy for Carcinoma of the 
Pancreas. PauL V. HARPER and KATHERINE LATHROP. 
Arch. Surg., 1958, 77: 561. 


LOCALLY INOPERABLE CARCINOMA of the pancreas was 
irradiated with I'*!. Radiation was accomplished by 
first inserting a small polyethylene tube in the implant 
pattern recommended by Paterson and Parker. Sev- 
eral days or weeks postoperatively a specially pre- 
pared solution containing ['*! as silver iodide was 
drawn into the polyethylene tube. Assay of the solu- 
tion was made to determine the exact radioactivity 
and from this the number of millicuries per centimeter 
of tubing was determined. After the desired amount of 
radiation is given (10,000 to 15,000 gamma roentgens 
in several weeks) the ends of the tube are sealed, 
allowed to retract under the skin, and the tube is left 
permanently in place. 

Twelve cases in which the procedure was carried 
out are summarized. Pain was frequently relieved and 
no serious sequelae were encountered. Because of the 
minimum dose level recommended (10,000 gamma 
roentgens in several weeks) the authors warn against 
using this method where bowel might be in the zone 
of heavy dose. This technique may prove useful when 
high doses to small volumes seem indicated. 

—William T. Moss, M.D. 


Telecobalt Therapy of Tumors of the Female Geni- 
talia (La telecobaltoterapia dei tumori dell’apparato 
genitale femminile: contributi clinici ed anatomo-pato- 
logici). Marto Massazza. Ann. ostet. gin., 1958, 79: 
933. 


THE AUTHOR’s patients with carcinoma of the female 
genitalia were radically operated upon 3 to 4 weeks 
after receiving treatment with radioactive cobalt. 
Various methods of application were used, pendulat- 
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ing, rotatory, and fixed field irradiation, but the dose 
was always limited to between 6,000 and 8,000 
roentgens. 

Three cases of adenocarcinoma of the endome- 
trium, 3 of cervical carcinoma, and 4 of cervical 
epithelioma had received small preliminary applica- 
tions of radium. In the last group irradiation with the 
cobalt bomb was aimed particularly at the adjacent 
lymph nodes. Gross and microphotographic repro- 
ductions of the removed tissues are shown in the 
original article. -In 2 of the 3 patients with cervical 
tumors treated by cobalt irradiation no evidence of 
residual tumor cells could be found. In the third case 
a nest of tumor cells remained which seemed to be 
undergoing metaplasia, rather than disintegration; 
the cells appeared to be changing from cells of the 
adenocarcinomatous type into cells of a squamous cell 
type. 

In the 3 patients with cervical tumors treated by 
cobalt irradiation alone, there were encountered 
residual cells which seemed to be undergoing irradia- 
tion disintegration. In one, evidence of metaplasia 
was present. 

In the tissues from patients who had received pre- 
liminary radium treatment no evidence of lymph 
gland metastasis could be found, but it could not be 
determined if the lymphatic system had been in- 
vaded by the tumor. 

The author is of the opinion that in these cases, 
particularly in those evidencing metaplasia, the 
question arises whether or not the dosage of 6,000 to 
8,000 roentgens is sufficient. The 3 to 4 week interval 
between cessation of cobalt therapy and radical 
operation is not sufficient to permit definite con- 
clusions. In the doses employed, the treatment with 
cobalt® does have a markedly destructive effect on 
the tumor with no apparent influence on the normal 
tissues of the pelvis. — John W. Brennan, M.D. 


Fifth Symposium Neuroradiologicum Bruxelles. Jens 
Nietsen, C. Kress, S. MustakAtuio, C. WEGELIus, 
and Others. Acta. radiol., Stockh., 1958, 50: 5. 


THIS VOLUME, of some 252 pages, represents the ma- 
jority of papers presented at the Fifth Symposium 
Neuroradiologicum in Brussels in July of 1957. A few 
of the papers there presented are not included in this 
volume. The majority of the papers are in English, 
but a few are in French and German with English 
summaries. None of them are from the United States 
so that the volume consists primarily of contributions 
from the Continent. 

The volume consists of some 8 papers on pneumog- 
raphy, 12 on various aspects of angiography, and a 
miscellaneous group of 12 papers, some on myelogra- 
phy. They show a very aggressive approach to the 
problems of diagnostic neuroradiology. The bibli- 
ography and manner of presentation seem to vary 
considerably. 

In all, however, the papers seem to be quite worth- 
while and the volume is worthy of perusal by anyone 
interested in neuroradiology. Of particular interest 
are papers on ventriculography with lipiodol and a 
review of the pneumoencephalographic findings in 
cases of cerebral atrophy stressing the diagnostic im- 
portance of dilatation of the third ventricle. A method 
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of vertebral angiography by retrograde catheteriza- 
tion of the femoral artery is presented and would 
seem to be a worthwhile procedure. Other interesting 
papers include a review of 45 cases of patients with 
malformations of the sagittal region between the 
hemispheres, a pneumographic investigation of the 
cervical spine, and a most interesting study em- 
ploying microradiography of a meningioma invading 
the cranial vault. A review of the radiographic find- 
ings in 80 verified meningiomas is given by Wikbohn 
and Staten. —WNicholas Wetzel, M.D. 


Chemotherapy of Cancer: Regional Perfusion Uti- 
lizing an Extracorporeal Circuit. Oscar CREECH, 
Jr., E. T. Krementz, Ropert F. Ryan, and JAMEs 
N. Winsiap. Ann. Surg., 1958, 148: 616. 


CHEMOTHERAPY OF CANCER has been handicapped 
because carcinogenic doses produce serious toxic 
effects on the bone marrow and gastrointestinal 
tract. With a heart-lung apparatus the tumor-bearing 
area can be isolated from the systemic circulation 
and perfused with chemotherapeutic agents for 
periods up to 30 minutes. Malignant neoplasms in 
24 patients were treated in this manner, and the 
results suggest that these methods are valuable as 


adjunctive therapy for localized tumors and for 
palliation of far advanced lesions. 

Isolation of the limbs, pelvis, and lungs has been 
accomplished as demonstrated by injections of blue 
dye into the perfusion system and failure to recover 
dye from specimens of blood taken periodically from 
the systemic circuit. In only one of these 24 patients 
perfused was there leakage in the circuit, and this 
patient, who had been perfused with phenylalanine 
mustard, was the only one in the series who died. 
Death occurred on the fifteenth day as a result of 
severe marrow depression, in spite of the fact that 
1,500 ml. of blood had been removed from the vena 
cava after the dye studies indicated that isolation 
was not complete. 

Evaluation of the results cannot be based on 
survival in this series since all but 2 patients under- 
went palliative procedures and the length of follow- 
up was short. In terms of effect upon the tumor, how- 
ever, treatment was successful in 18 of the 19 cases 
followed up long enough for changes to be evident. 
In many instances there was evidence of significant 
necrosis occurring in tumors heretofore believed to 
be resistant to the mustard compounds. 

—Lois Cowan Collins, M.D. 
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MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIOLOGI- 
CAL CONDITIONS 


The Prognosis in Juvenile Obesity. A. G. MULLINs. 
Arch. Dis. Childh., Lond., 1958, 33: 307. 


JuvENILE OBESITY is common, but it has not been 
shown to be associated with high mortality or 
morbidity rates, and is widely regarded as a benign, if 
unsightly, condition. 

Probably the mortality of the obese as a class is 
even higher than insurance statistics suggest. The part 
played by the obesity is not yet known, and few long 
term results of treatment have been published. 

Every case of obesity is exogenous in that it is due 
to an intake of calories greater than the amount 
required for standard body weight. In a high propor- 
tion of cases the condition seems untreatable by the 
methods in common use because the patient con- 
tinues to eat in excess. 

Approximately one-third of the patients attending 
the medical outpatient clinic at St. James Hospital, 
Balham, London, were found to be obese, and, of 
these, approximately one-third were found to be 
cases of persistent juvenile obesity. These patients 
did not, on the whole, appear to differ qualitatively 
from the other obese patients, but they tended to be 
more severely obese, and a higher incidence of factors 
known to be associated with obesity was found among 
them, including large appetite, a family history of 
obesity, and a tendency to eat more when nervous 
or worried. 

Periods of endocrinological change, such as preg- 
nancy and the menopause, appeared to have less 
influence on their weights than on those of the adult 
obese group. 

In considering the patients who had suffered from 
juvenile obesity and later became normal, the out- 
standing difference between them and those who 
remained obese lay in their intelligence. 

The usual methods of treatment are adequate for 
most intelligent obese children, but inadequate for the 
less intelligent. This is probably true for adults as 
well. The obese adult of low intelligence who has 
been obese since childhood or who has become 
addicted to food in later life is probably the most 
difficult of all patients to treat for obesity. 

The authors find that juvenile obesity, while some- 
what different in behavior from adult obesity, is 
similar to it in cause and treatment. Girls tend to 
remain obese more often than boys. Simple exogenous 
obesity should be first considered rather than the much 
rarer endocrinologic disorders associated with obesity. 

—Carl H. Calman, M.D. 


Contribution to the Study of Fistula of the Urachus 
(Contributo allo studio delle fistole dell’uraco). E. 
Barto.omucci and G. ArpimMENTO. Riforma med., 1958, 
72: 1113. 


THE AUTHORS review the literature concerning fistula 
of the urachus and make mention that in 1550 
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Bartolomeo Cabrolius described a case occurring in 
an 18 year old girl whom he treated by ligation of the 
umbilical end of the fistula and dilatation of the ure- 
thra. Since this report, some 155 cases have been 
described. 

The authors review the embryological development 
of the bladder and urachus. They present 3 additional 
patients. These 3 patients were found in a period of 
4 years and came from a pediatric surgical service 
which observed some 3,000 patients during that pe- 
riod of time. Two of the patients were males. Their 
ages were 4, 9, and 12 months. All 3 were subjected to 
preoperative cystography and the patent communica- 
tion with the bladder was well demonstrated. Two of 
the patients had typical “urinary mushroom” forma- 
tions on the abdominal wall. All of the results were 
successful after complete excision of the urachal 
fistula to the bladder. —WNicholas Wetzel, M.D. 


Clinicopathological Correlations in a Series of 117 
Malignant Melanomas of the Skin of Adults. 
NATHAN LANE, RAFFAELE LatTEs, and JAMES MALM. 
Cancer, 1958, 11: 1025. 


‘THE SURVIVAL RATE reported for malignant melanoma 
during the past 15 years is comparable or better 
than that reported for other forms of cancer. The 
series reported was comprised of 117 patients ad- 
mitted to the Columbia University Presbyterian 
Hospital during the period from 1925 to 1951. 
After elimination of the patients lost to follow-up 
and of those with advanced disease when initially 
seen, a determinate group of 87 patients remained. 
Thirty-six individuals, or 34 per cent of the total 
determinate series, were alive without evidence of 
disease at least 5 years after treatment. 

There is no one part of the body surface particularly 
prone to the development of melanoma. The largest 
number of cases occurred in the fourth decade, the 
sex incidence being equal. Of interest is the fact that 
two-thirds of the individuals showing recurrence of 
the disease, did so within the first 2 years after 
treatment. 

There were 24 patients treated by radical local 
excision alone in the determinate group, of which 
16, or 67 per cent, were apparently cured at 5 years. 
Of the remaining 63 individuals treated, 39 had a 
regional node dissection because of clinically sus- 
picious nodes, and 24 had a prophylactic node dis- 
section. In all of the individuals with clinically 
suspicious nodes, there was pathological evidence 
of metastasis, and a low 5 year survival figure of 
10 per cent. In contrast, there was a 67 per cent 5 
year survival rate in the group having prophylactic 
regional node dissection despite the presence of 
positive nodes in 10 of these patients. Surprisingly, 
6 of these 10 patients, or 60 per cent, were living and 
well. 

The series is further reduced to 56 cases for purposes 
of pathological study, by elimination of the cases in 
which histological sections were not available and 
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special types of melanoma (such as subungual lesions) 
with a particularly favorable prognosis. The 5 year 
apparent cure rate was strikingly altered when this 
series was studied according to lesion size. Of 31 
individuals whose primary lesion measured less than 
2 cm. in greatest diameter, 19 (61 per cent) were 
living and well. By contrast, only 4 of 25 (16 per cent) 
individuals whose primary lesion measured more than 
2 cm. were living and well at 5 years. When the 
results of treatment were compared with the size of 
the primary lesion, the patients with seemingly 
favorable conditions and undergoing local excision, 
those with negative lymph node findings and primary 
lesions of 2 cm. or less, and those with positive nodes 
and similar sized lesions undergoing prophylactic 
node dissection had a 5 year apparent cure rate, 
which was 3 to 4 times greater than the patients 
having a primary growth greater than 2 cm. and/or 
clinically suspicious nodes. 

Histological observations revealed that tumor cells 
might be present in junctional position directly over 
the main dermal portion of the neoplasm, or for a 
varying distance lateral to the main dermal portion 
of the growth. In about one-half of the lesions measur- 
ing 2 cm. or less, lateral junctional spread was 
present. Less than one-third of the larger primary 
lesions exhibited this characteristic. In the group of 
smaller melanomas, the likelihood of an apparent 
5 year cure rate was twice as good (87 per cent) 
when lateral junctional spread was present as com- 
pared to cases in which this mode of growth was not 
demonstrated (38 per cent). The authors postulate 
that a neoplasm exhibiting this lateral junctional 
spread feature in addition to dermal invasion might 
be of a lower order of biological malignancy than a 
growth presenting only dermal invasion. 

Biopsy is advocated prior to any radical procedure. 
The size of the lesion and its topography reveal the 
cases in which the biopsy may be excisional. In the 
face in which wide excision creates a major plastic 
problem, or in a digit in which disarticulation might 
be necessary, limited local excision of a malignant 
lesion traverses cancer-bearing tissue in the same 
way that incisional biopsy does. Incisional biopsy 
is therefore recommended when necessary. 

An adequate margin of excision requires at least 
3 to 4 cm. from the most peripheral visible extent 
of the tumor, and the depth of excision should include 
at least the deep fascia. The incidence of local re- 
currence in this series was 16 per cent. In the absence 
of obvious distant metastasis, the presence of regional 
lymph node enlargement is a definite indication for 
lymph node dissection. Regional lymph nodes have 
been removed in continuity only when the primary 
lesion was located in an immediately adjacent area. 
Prophylactic regional node dissection is advocated in 
all cases of malignant melanoma except when the 
topography of the lesion connotes multiple lymphatic 
drainage sites, or if histological study suggests purely 
junctional or intraepidermal involvement. In sup- 
port of this, it is pointed out that in the series pre- 
sented, 10 of 24 patients in whom there was no 
clinical lymph node involvement had metastases 
demonstrated upon prophylactic regional node dis- 
sections, of which several were minute foci evident 


only after serial section of the specimens. Further. 
more, in at least 5 of 8 patients who had local excision 
only and later showed recurrence, the first manifesta- 
tion of persistent disease was in the regional nodes, 
—Stuart L. Scheiner, M.D, 


Cancer, Coronary Artery Disease, and Smoking. A 
Preliminary Report on Differences in Incidence 
Between Seventh-Day Adventists and Others, 
Ernst L. WynperR and Frank R. Lemon. California 
M., 1958, 89: 267. 


THE AUTHORS have made a very interesting study 
regarding causative connections between smoking 
and lung cancer, which have now been regarded as 
proved by both the surgeons of the United States 
Public Health Service, and of the British Ministry of 
Health. In the development of coronary artery disease 
and myocardial infarction, a number of etiologic fac- 
tors have been suspected, including diet, especially 
animal fats, endocrine factors, stress and strain, as 
well as smoking. The present study was conducted to 
further elucidate some of these points, by noting the 
hospital incidence of these diseases, as well as the in- 
cidence of other cancers in a nonsmoking and non- 
drinking population. The study consisted of a survey 
made of the incidence of a certain type of disease 
among Seventh-Day Adventists, a religious group who 
refrain from smoking and drinking. 

The authors found that epidermoid cancer of the 
lung, previously shown to be related to smoking, was 
10 times less common among Seventh-Day Adventists 
than among the general population, even among 
those Seventh-Day Adventists living in the Los An- 
geles area where all are exposed to smog. In addition, 
cancers of the mouth, larynx, and esophagus, pre- 
viously shown to be related not only to smoking but 
also to heavy drinking, were at least 10 times less 
common among Seventh-Day Adventist men, than 
among men of the general population. All other types 
of cancer with the exception of cancer of the bladder 
and cervix occurred among Seventh-Day Adventists 
with the same frequency as in the general population. 

Of particular interest was the lower incidence of 
coronary artery disease and myocardial infarction in 
this study group. The authors preferred to consider 
smoking as a precipitating factor rather than a causa- 
tive one, as in the instance of cancer of the lung. They 
propose that smoking precipitates symptoms of either 
coronary artery disease or myocardial infarction in 
an already diseased coronary system. Myocardial in- 
farction in Seventh-Day Adventist males was less fre- 
quent and occurred at a later age than among males 
in the general population, while the age distribution 
of the disease among the Seventh-Day Adventist 
females was similar to that of females in the general 
population. The authors’ report is of interest and is to 
be followed by further similar studies of the total 
Seventh-Day Adventist population in California. 

—Gordon Madding, M.D. 


Cortisone and Tumors (Cortisone e tumori). E. 
ANGLEsIO and A, M. Petoccutno. Minerva med., 1958, 
49: 3854. 


In ADDITION TO their three principal effects, i.e., on 
the lymphatic system, the connective tissue, and the 





metal 
protei 
thera] 
retic, 

anti-i 
the fe 


suppr 
taboli 
logic 
Th 
studic 
repor 
noma 
tain 
stanc 
activ. 
Eq 
the li 
tumo 
Th 
ment 
in va 
of fro 
or hy 
Two 
one \ 
9, go 
were 
6, an 
no lo 
4 pat 
that: 
was | 
TI 
sone 
literz 
stim 
euph 
the | 
ques 
Ce 
gen, 
resul 
O 
tum 
biolc 
or tc 


Surg 
TI 


Tus 
hazz 
upol 
brie! 
effec 
tion 
tion 

U 
cuss 
ther: 
adm 
adm 
sive! 
com 
is ak 








ther. 
‘ision 
festa- 
odes, 
D, 


g. A 
ence 
hers, 
fornia 


tudy 
king 
das 
tates 
ry of 
sease 
fac- 
ially 
1, as 
d to 
- the 
p in- 
non- 
rvey 
ease 
who 


the 
was 
tists 
long 
An- 
ion, 
pre- 
but 
less 
han 
ypes 
lder 
tists 
ion. 
e of 
n in 
ider 
1sa- 
hey 
her 
) in 
in- 
fre- 
ales 
ion 
\tist 
ral 
s to 
tal 


58, 


on 


the 





metabolism of water, electrolytes, carbohydrates, and 
proteins, the corticosteroids have another property of 
therapeutic value, the antistress activity. The antipy- 
retic, antianaphylactic, antiallergic, analgesic, and 
anti-inflammatory effects of cortisone, as well as 
the fact that it inhibits mitoses, produces euphoria, 
suppresses hyaluronidase activity, and stimulates ca- 
tabolism, deserve attention in the treatment of patho- 
logic conditions. 

The effect of corticosteroids on tumors has been 
studied experimentally. Whereas some workers have 
reported stimulative action on sarcomas and carci- 
nomas in mice, others have noticed inhibition of cer- 
tain types of these tumors. Moreover, in some in- 
stances the formation of metastases appeared to be 
activated by corticosteroids. 

Equally contradictory reports have accumulated in 
the literature pertaining to the effect of steroids on 
tumors in man. 

The authors employed corticosteroids in the treat- 
ment of 30 patients with various types of tumors and 
in various stages of evolution. An average daily dose 
of from 30 to 50 mgm. of prednisone was given orally 
or hypodermically over a period of at least 30 days. 
Two patients had been treated with roentgen rays and 
one with radium prior to the hormone treatment. In 
9, good local effects and in 18 good general results 
were observed. Mediocre local effects were noticed in 
6, and a mediocre general result in one patient. In 7 
no local, and in 8 no general effects were recorded. In 
4 patients the dissemination of metastases was so rapid 
that suspicion of the hormone as the responsible agent 
was justified. 

The “‘miraculous” or “‘dramatic” effects of corti- 
sone on tumors that are occasionally reported in the 
literature, may be attributed to the antistress action, 
stimulation of the appetite, and the production of 
euphoria. The favorable effect of the cortisone on 
the mitotic activity of malignant cells is subject to 
question. 

Concurrent administration of thyroid extract, estro- 
gen, or cytotoxic agents may possibly improve the 
results. 

On the whole, the effect of corticoids on malignant 
tumors is unpredictable, probably because the vital 
biologic factors, unknown to us, vary from one tum- 
or to another. — Joseph Narat, M.D. 


Surgical Collapse During and After Corticosteroid 
Therapy. R. I. S. Bayuiss. Brit. M. 7., 1958, 2: 935. 


Tus is a brief and concise article concerning the 
hazard from corticoid therapy for patients operated 
upon subsequently. To emphasize the point a case is 
briefly presented. The question of duration of the 
effect of corticoid therapy is taken up and the implica- 
tion of widespread, increasing use of the drugs is men- 
tioned. 

Under physiological considerations the author dis- 
cusses adrenal atrophy in persons receiving corticoid 
therapy and the unresponsiveness of the gland to the 
administration of ACTH. It is suggested that the 
administration of corticotrophin reduces the respon- 
siveness of the pituitary gland to stress situations. In 
comparable doses, the degree of adrenal suppression 
is about the same with the use of a variety of steroids. 
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The degree of adrenal suppression varies tremen- 
dously, but large doses of the drug over a short period 
of time may cause no detectable suppression. Smaller 
doses over a long period of time may induce marked 
inhibition of the adrenal glands. 

The duration of suppression after the cessation of 
steriod therapy lasts for a variable length of time. 
There may be a very long delay, and cases of irrever- 
sible shock have been encountered in surgical patients 
from 4.5 to 24 months following discontinuance of 
steroid therapy. This unpredictability has led some 
people to advocate preoperative steroid preparation in 
all patients who had been treated with steroids. The 
use of concurrent ACTH therapy has failed to prevent 
adrenal suppression. 

The author believes that the possibility of adrenal 
suppression should be considered in any patient who 
has been on steroids. Preoperative therapy is given to 
those who are on steroid therapy or have been on it the 
previous 12 to 18 months. 

It may not be feasible to carry out evaluative tests 
concerning adrenal sufficiency preoperatively. Fur- 
thermore, the tests may be misleading. 

Adrenal insufficiency can in most instances be pre- 
vented by a dose of cortisone acetate (100 to 200 mgm.) 
given intramuscularly 24 and 4 hours preoperatively. 
Following surgery 100 to 150 mgm. of cortisone acetate 
are given intramuscularly. On the first postoperative 
day 50 mgm. may be given three or four times per day 
orally. If the patient is unable to take medication by 
mouth 100 to 150 mgm. of cortisone acetate can be 
given intramuscularly on the first and second postop- 
erative days, and 75 to 100 mgm. on the third day. 
Treatment should be continued with oral therapy in 
decreasing doses for 10 to 14 days. 

In the event of collapse in the operating room, 
prompt treatment with water soluble hydrocortisone 
(given intravenously) will usually correct the situation. 
If the addition of the steroid does not maintain the 
blood pressure at an appropriate level it may be 
necessary to add some noradrenaline to the solution. 

The surgeon should know when patients have re- 
ceived steroid therapy. He should give special pre- 
operative therapy to those currently on such therapy 
or those who have had it in the preceding 12 to 18 
months. —R. L. Lawton, M.D. 


DUCTLESS GLANDS 


Thyroid Neoplasms Following Irradiation. G. M. 
Witson, R. Kirpatricx, H. Eckert, R. C. Curran, 
R. P. Jepson, G. W. Biomrietp, and H. Miter. 
Brit. M. F., 1958, 2: 929. 


Tuis is a study of the relationship between irradia- 
tion of the neck, especially in childhood, and the 
subsequent development of a thyroid neoplasm. The 
incidence of thyroid neoplasms in these individuals is 
greater than can be accounted for by chance alone, 
or on the basis of the natural incidence of thyroid 
cancer. 

The authors present experimental evidence of other 
workers that suggests ionizing radiation as a car- 
cinogen. Thyrotoxicosis in adults was in the past 
treated with x-rays. There has not been much of an 
increase in the incidence of neoplasms in these cases. 
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Previously many infants were irradiated for supposed 
enlargement of the thymus. There is a higher inci- 
dence of carcinoma of the thyroid in this group. An 
apparent relationship exists between the physiologic 
age of the gland, irradiation, and the subsequent 
development of a neoplasm. 

The bulk of the article is devoted to a moderately 
detailed report of 9 cases. Seven of the patients had 
definite carcinoma of the thyroid gland. Most of the 
details are summarized in a chart. Several photographs 
of the cervical regions are presented, and four micro- 
photographs are reproduced. 

Most of the patients in this group were irradiated 
for the treatment of skin lesions of the neck. Two 
were considered to have thyroid adenomas. One 
patient developed a malignant condition of the thyroid 
37 years following radiation for thyrotoxicosis. 

One of the striking findings was the interval be- 
tween the irradiation and the establishment of the 
diagnosis of cancer. Of 12 patients under 35 years of 
age with carcinoma of the thyroid (cases reviewed 
since 1946) 6 gave a history of previous radiation 
therapy to the region of the thyroid. It is of interest, 
too, that the portion of the gland nearest the site of 
irradiation of a cutaneous lesion was nearly always 
the site of the neoplasm. 

A surprisingly small dose of ionizing radiation may 
apparently initiate the change. The dose to the 
gland varied from 130 to 2,700 roentgens. It is men- 
tioned that with the use of I"! in diagnostic and 
therapeutic doses, there is a risk of inducing neo- 
plasms in children. I"! can be used if necessary in 
children, but in much smaller doses. 

There are an increasing number of reports relating 
irradiation of the neck to the subsequent development 
of thyroid neoplasms. The authors suggest caution 
before exposing this area to irradiation, especially in 
children. . —R.L. Lawton, M.D. 


Papillary and Follicular Carcinoma of the Thyroid. 
V. E. Cuesxy, C. A. Hettwic, and J. W. WELcH. 
J. Internat. Coll. Surgeons, 1958, 30: 485. 


Crite divides carcinomas of the thyroid into two major 
groups, papillary and nonpapillary, and explains their 
difference in clinical behavior by the tendency of the 
former to invade the lymphatics, while the latter tends 
to invade the blood vessels and produce distant metas- 
tases. 

The authors analyzed a series of 77 cases of carci- 
noma of the thyroid seen at the Hertzler Clinic in 
Halstead, Kansas, in an effort to answer two questions: 

1. Is Crile justified in his opinion that the presence 
of papillae in follicular carcinoma permits the classifi- 
cation of the tumor as a papilloma? 

2. What is the difference in the clinical behavior be- 
tween pure follicular and pure papillary tumors? 

The authors divided their 77 cases into three histo- 
logic groups: (a) 31 cases of pure papilloma, (b) 13 
cases of pure follicular carcinoma, and (c) 33 cases of 
the follicular variant of papillary carcinoma. 

Among the pure papilloma cases, 25 of the patients 
were female and 6 were male. They ranged in age 
from 12 to 67 years. Twenty-four patients had been 
aware of an enlargement of the neck, while in 5 the 
tumor was discovered on admission. Nine patients had 


known of the cervical enlargement for periods vary. 
ing from 3 to 29 years. 

Bilateral subtotal resection was performed on 13 
patients and unilateral lobectomy on 14. Total thy- 
roidectomy with radical neck dissection was performed 
in 2 instances. Of the 31 patients, 22 are known to be 
alive, 18 without evidence of disease. Three patients 
are dead and 3 have been lost in the follow-up. Three 
have clinical evidence of local recurrence and one 
patient has metastasis in a cervical gland. Character- 
istically, these patients have long histories with numer- 
ous operative procedures. In one instance, a 26 year 
old woman had undergone 8 cervical operations be- 
fore she was seen by the authors. 

Of the 33 patients with the follicular variant of 
papilloma, 32 were female and one was male. Their 
ages ranged from 15 to 79 years. Thirty-one of the 33 
patients had been aware of enlargement of the neck, 
In 2, the goiter was discovered on admission for an- 
other complaint. Eleven had known of the goiter for 
one year or less, while 20 had been aware of an en- 
largement for periods varying from 2 to 34 years. 

Bilateral subtotal thyroidectomy was performed in 
11 cases and lobectomy in 20. Total bilateral thy- 
roidectomy with radical neck dissection was performed 
in 2 instances. Regional lymph node excision was per- 
formed on 3 patients. Microscopically, all of the tumors 
presented papillary as well as follicular structures. 
Metastases in the cervical lymph nodes were observed 
in 3 patients. Invasion of the jugular vein, muscles, 
and larynx was noted in 2. Twenty tumors were 
sharply circumscribed. In 5 cases, invasion of the cap- 
sule was grossly visible, and sclerosing, invasive tumors 
without capsules were noticed in 5 specimens. 

Of the 33 patients, 28 are known to be alive, 25 
without evidence of disease, 2 patients are dead, and 
3 have been lost in the follow-up. Three patients have 
clinical evidence of local recurrence or of metastases. 

Of the 13 patients with follicular carcinoma, 10 
were female and 3 were male. The ages ranged from 
30 to 71 years. Twelve of the 13 patients had been 
aware of enlargement of the neck. Five patients had 
known of the goiter for one year or less, while 7 had 
been aware of enlargement of the neck for periods 
varying from 3 to 22 years. 

Bilateral subtotal resection was performed on 6 pa- 
tients and unilateral lobectomy on 6. Total thy- 
roidectomy with radical neck dissection was performed 
in one instance because the jugular vein was filled with 
a tumor mass. In 6 cases the tumor was distinctly cir- 
cumscribed, but in 2 the capsule had been invaded, 
and 3 tumors had no capsule at all. Invasion of the 
cervical tissues including the jugular vein was noted 
in one patient. In 2 instances there were metastases in 
the cervical nodes. 

Of the 13 patients with follicular carcinoma, 9 are 
known to be alive and 8 are without evidence of 
disease. Three patients are dead, and one patient has 
been lost in the follow-up. One patient shows clinical 
evidence of local recurrence. Five patients are alive 
and without evidence of thyroid disease 10 to 12 years 
after the operation. The over-all 5 year survival rate 
in this group was 76.9 per cent. 

In reviewing these three groups of patients, no sig- 
nificant difference in the age group, sex ratio, gross 
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appearance, or presence of metastases among the 
various thyroid tumors was observed. The pure 
papilloma group had a 5 year survival rate of 87 
per cent, the pure follicular carcinoma group 76.9 
per cent and the mixed follicular-papillary car- 
cinoma group 90.5 per cent. This would tend to 
corroborate the observations of Crile to the effect 
that pure papilloma and the follicular variant of 
papilloma seem to have the same favorable prog- 
nosis. The authors point out, however, that their 
patients with pure follicular carcinoma had a much 
better 5 year survival rate than that reported by 
certain other workers. Generally, follicular carcinoma 
would tend to belong to the more favorable group of 
differentiated malignant goiters. Furthermore, few 
workers would disagree with the general idea that 
papillary tumors carry a more favorable prognosis 
than do the nonpapillary lesions. The authors ascribe 
their excellent results after conservative operation to 
the fact that 90 per cent of their patients with pap- 
illary and follicular lesions come to their clinic before 
clinical symptoms of malignant goiter become mani- 
fest. — Harvey N. Lippman, M.D. 


Papillary Cancer of the Thyroid. A Review of 25 
Years of Experience. Epcar L. FRAzELL and FRANK 
W. Foote. Cancer, 1958, 11: 895. 


THREE HUNDRED AND NINETY-THREE PATIENTS with 
papillary carcinoma of the thyroid gland observed or 
treated at the Memorial Center for Cancer and Allied 
Diseases, New York, New York, during the period from 
1930 to 1954 furnish the basis for this study. Approxi- 
mately one-third of these patients had previous surgery 
elsewhere. Although a large number of them were 
within the cancer age, 202 were below the age of 40 
years. The clinical histories of the older age groups in- 
dicate that the characteristic duration of this form of 
cancer is measured in decades. Females were affected 
in 71.2 per cent of the cases. 

The clinical findings varied from occult primary le- 
sions associated with overt regional metastasis to a pic- 
ture easily confused with nodular goiter. Advanced 
disease with invasion of the pharynx, larynx, or 
trachea was found with equal frequency in both the 
treated and untreated patients. Distant metastasis oc- 
curred most often to the lungs and mediastinal nodes, 
and was present in 34 cases. 

Of the patients undiagnosed upon admission, 48 per 
cent came to operation without a diagnosis of thyroid 
cancer. This emphasizes the need of facilities for frozen 
section study. Radioactive iodine is not reliable as a 
preoperative diagnostic aid. In 31 patients, invasion of 
the great vessels of the neck, larynx, pharynx, or 
mediastinum prevented resection. All patients with 
nonresectable disease were treated by irradiation or 
surgery supplemented by irradiation. Thirteen nonre- 
sectable patients in the previously untreated group sur- 
vived 5 years or longer, and a few have lived in excess 
of 20 years. 

In the specimens subjected to serial section, multiple 
foci of papillary cancer were not uncommon. Twenty 
per cent of the patients previously treated by subtotal 
thyroidectomy and reoperated upon showed micro- 
scopic evidence of residual cancer at the primary site. 
Although it is generally presumed that a thyroid ex- 


MISCELLANEOUS’ 101 





Fic. 1 (Frazell, Foote). a, Distribution (in per cent) 
of lymph node metastases in neck dissection specimens 
in which clinical findings were positive or doubtful. 
6, Distribution in specimens in which clinical findings 
were negative. 


hibiting a solitary nodule is more likely to be cancerous 
than a multinodular gland, study of the material in 
this series showed numerous examples of benign ade- 
nomas and involutional nodules in proximity to the 
papillary cancer. Regional node metastasis was present 
in 230 of 323 surgically treated patients. This is a 
minimal incidence, since, in a previous report, the 
authors found an over-all rate of 84.6 per cent in 182 
neck dissections for papillary thyroid cancer. The dis- 
tribution (Fig. 1) and high incidence of metastasis 
make cure by thyroidectomy alone of doubtful 
probability. 

Treatment consists of extracapsular hemithyroidec- 
tomy plus removal of the isthmus and a portion of the 
“normal” lobe. Total thyroidectomy is advocated 
when there is gross involvement of both lobes, cancer 
arising in the isthmus, and recurrent disease after 
previous surgery. Frozen section diagnosis at time of 
surgery, followed by neck dissection, if indicated, is 
highly desirable since the behavior of metastatic cervi- 
cal nodes is not predictable, and satisfactory neck dis- 
section is not possible at a later date. Total thyroidec- 
tomy and staged bilateral neck dissection have been 
performed in patients with bilateral lymph node 
spread. Dissection of the anterior mediastinum has not 
been practiced. Occasionally a palliative sternum- 
splitting operation has been performed to relieve 
tracheal compression. Postoperative irradiation is not 
routinely given; however, external irradiation alone 
or in combination with radon seeds is employed as the 
sole method of treatment, or in conjunction with sur- 
gery of nonresectable tumors. The results of irradia- 
tion vary from complete regression in some patients, to 
no effect upon the disease. Too few of the papillary 
tumors concentrate sufficient isotope to make radioac- 
tive iodine useful therapeutically. 

Complications of surgery include temporary recur- 
rent nerve palsy, which is associated with the manip- 
ulation during an extracapsular thyroidectomy, per- 
manent parathyroid deficiency, and tension pneumo- 
thorax. Failure to recognize the latter may be fatal, 
since it is frequently bilateral. The operative mortality 
in this series was 2.5 per cent, and in each instance the 
fatality was associated with attempts to extirpate 
advanced disease. 
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Forty-seven patients in the group reviewed are 
known to have died from papillary cancer and no other 
cause. One-half of these deaths were the result of local 
disease with tracheal compression or perforation of the 
trachea with hemorrhage. Study of the fatalities re- 
vealed a significantly poorer prognosis for males. All 
deaths occurred in patients more than 39 years of age. 
More than half of these 47 patients were considered 
surgically incurable on admission. Twenty patients 
lived 5 years or more before succumbing. The tumors 
in cases terminating in death were generally bulky, 
with large nodal metastases. 

Growth alteration of a primary, recurrent, or met- 
astatic tumor, from the less malignant papillary type 
to the more malignant varieties, such as giant cell and 
squamous cell thyroid cancer, was found in 13 cases. 
Eleven of the patients died in less than a year. 

The authors report a 79 per cent 5 year survival rate 
in determinate patients which decreased to 47 per 
cent for a 20 year period. This group included another 
9 to 12 per cent who are living with thyroid carcinoma. 

— Stuart L. Scheiner, M.D. 


Primary Chief Cell Hyperplasia of the Parathyroid 
Glands. Ottiver Cope, W. Mito Keynes, SANFORD 
I. Roru, and BEnNjJAMIN CasTLEMAN. Ann. Surg., 1958, 
148: 375. 


THE AUTHORS describe a new form of parathyroid 
hyperplasia involving the chief cells, readily confused 
with adenoma of these same cells when only one gland 
is examined. In order to avoid secondary operations, 
chief cell hyperplasia must be differentiated at opera- 
tion from both single and double adenomas. 

Ten cases of this form of parathyroid hyperplasia are 
reported, 4 with associated tumors of the pancreas or 
pituitary gland. Review of the literature revealed 14 
cases of multiple endocrine abnormalities in which the 
description of the parathyroid enlargement was con- 
sistent with chief cell hyperplasia. 

Review of the first 200 patients with hyperparathy- 
roidism operated upon at the Massachusetts General 
Hospital, Boston, revealed 158 with single adenomas. 
In these cases it was more helpful to isolate one of the 
three undiseased glands to insure identification of the 
adenoma, than to rely upon frozen section diagnosis. 
Double adenomas were found in 10 cases. Carcinoma 
was found 8 times and treated by wide resection. Pri- 
mary water-clear cell hyperplasia was found in 14 
patients and treated by subtotal resection. Secondary 
chief cell hyperplasia is associated with chronic 
renal insufficiency, but operation is not indicated in 
this condition. 

In primary chief cell hyperplasia all the parathy- 
roid glands are enlarged. As in primary water-clear 
cell hyperplasia, the upper glands are generally larger 
than the lower ones. The glands are nodular and 
irregular, but pseudopodic enlargement similar to 
water-clear cell hyperplasia has not been encountered. 
The microscopic picture in primary chief cell hyper- 
plasia may be indistinguishable from that of adenoma 
or secondary hyperplasia. 

Clinical manifestations in these cases consisted of 
renal stones, nephrocalcinosis, bone changes, gastritis, 
peptic ulceration, pancreatitis, cholelithiasis, associ- 
ated endocrine disease, and mental upset. The serum 


calcium was consistently elevated, and the serum 
phosphorus depressed. 

The surgical management employed was that of 
radical subtotal resection, and it proved to be effec- 
tive. When an enlarged gland is found at operation, 
the other gland on the same side should be examined. 
If it is undiseased, the tumor is a neoplasm to be re- 
moved. Two enlarged glands at operation may repre- 
sent two adenomas or hyperplasia, and a third gland 
must be found since opinion based on frozen section 
study may be unreliable. If three enlarged glands are 
uncovered, the fourth should be found. When primary 
hyperplasia is established, all three of the enlargements 
are removed and a 60 to 120 mgm. remnant of the 
fourth is left in place with an intact blood supply. 

The differential diagnosis between primary chiéf 
cell hyperplasia and adenoma rests primarily on the 
involvement of all four glands, and secondarily on the 
absence of the rim of normal parathyroid tissue often 
seen in adenoma. Secondary hyperplasia due to renal 
disease is excluded by the presence of elevated serum 
calcium levels in primary hyperplasia. The authors 
believe that both forms of primary hyperplasia are 
variants of the same process. Water-clear cell hyper- 
plasia may be analogous to the primary hyperplasia 
of Graves’ disease, whereas the uneven nodular char- 
acter of the chief cell enlargement may be the equiva- 
lent of nodular goiter. —sStuart L. Scheiner, M.D. 


The Importance of the Liver in the Metabolism of 
Estrogens (Importanza del fegato nel metabolismo 
degli estrogeni). FRANcEsco Vozza and Francesco E. 
Mansanl. Ann. ostet. gin., 1958, 79: 1225. 


THE ROLE OF THE LIVER in the synthesis of estrogenic 
hormones is not easily demonstrable because our 
knowledge of the origin of sex steroids is still very 
limited. The validity of the hypothesis of the origin of 
sex hormones from cholesterol cannot yet be con- 
firmed by experimentation. However, Bloch demon- 
strated the possibility of obtaining from cholesterol in 
vivo a substance which possesses hormonal properties. 
Inasmuch as cholesterol is formed in the liver, the 
idea was suggested that this organ may play a role in 
the metabolism of estrogens. 

Estrogens undergo in the liver two distinct meta- 
bolic processes: functional utilization and inactiva- 
tion. The reversible transformation of estrone into 
estradiol or the irreversible transformation of the latter 
into estrone or estriol may take place. Estrogens may 
be inactivated in the liver either by glycurosulfocon- 
jugation, with subsequent excretion in bile or urine, 
or by oxidative enzymatic processes which lead to 
disintegration of the estrogens. Progesterone plays a 
role in the estrogen metabolism by acting as a catalyst 
in the transformation of estradiol into estrone and 
estriol. 

The effect of estrogens on hepatic parenchyma has 
been a subject of numerous studies but the conclusions 
are contradictory. 

The authors studied the effect of estrogens on pro- 
tein and carbohydrate metabolism in the liver. Adult 
nulliparous white rats were given abortive and con- 
traceptive doses of estradiol dibenzoate in oily solution 
for 21 successive days, which corresponds to the gesta- 
tion period in rats. 
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In no case did the injections produce degenerative 
changes in hepatic cells. On the contrary, a moderate 
increase of protein synthesis and a distinct rise of 
carbohydrate metabolism were observed. 

If the results of animal experimentation may be 
applied to clinical pathology, the conclusion may be 
drawn that although hepatic disorders may be com- 
bined with those of the endocrine system, in all prob- 
ability they are rarely caused by excessive estrogen 
incretion. However, a vicious circle may be created 
between hyperproduction of estrogens and their re- 
duced inactivation by the liver. 


— Joseph Narat, M.D. 


Function of the Postmenopausal Ovary: Comparison 
of Urinary Estrogen and Gonadotropin Excretion 
and Response to Administration of FSH in Post- 
menopause and Ovariectomized Women. ALVIN 
PauLsEN, Rospert B. LEAcH, HERSHEL SANDBERG, 
SaRAH SHEINFELD, and W. O. Mappock. 7. Am. 
Geriat. Soc., 1958, 6: 803. 


THE AUTHORS report on their studies in which post- 
menopausal ovarian function was evaluated in the 
following manner: 

1. The urinary estrogen and gonadotropin excre- 
tion of 51 normal postmenopausal women was assayed 
and compared to that of 30 surgically castrated 
patients. 

2. Pituitary follicle-stimulating hormone was ad- 
ministered to 6 postmenopausal women and 2 cas- 
trated women. The urinary estrogen excretion was 
used as the criterion of response. 

The urinary estrogen and gonadotropin were deter- 
mined in 51 normal postmenopausal women, varying 
in age from 45 to 81 years. A similar study was carried 
out in 30 surgically castrated women, whose ages 
varied from 23 to 52 years. In most of the post- 
menopausal women, the menses had ceased from one 
to 33 years previously. Urinary estrogen excretion 
of the postmenopausal women was approximately 
twice that of the castrated women. Although there 
was overlapping, the difference between the values 
for the 2 groups was thought to be significant. Estro- 
gen excretion remained constant throughout the post- 
menopausal years, occurring at the same rate from 
16 to 33 years following the menopause as from one 
to 5 years thereafter. 

Urinary gonadotropin excretion was elevated in 
each of the postmenopausal and castrated women. The 
average value for the ovariectomized women was 
significantly higher than the average for the post- 
menopausal women. Urinary gonadotropin excre- 
tion of the postmenopausal group showed no tendency 
to decrease with advancing years. 

Two postmenopausal women who received hog 
pituitary (follicle-stimulating) hormones responded 
with an increased urinary excretion of estrogen and 
amelioration of the menopausal symptoms. The other 
4 postmenopausal women and the 2 castrated patients 
who received this hormone did not respond. 

In conclusion, the authors believe that the post- 
menopausal ovary retains a small but significant 
secretory function and that it is the major source 
of the postmenopausal estrogen. 

—Gordon Madding, M.D. 
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Changes in Sympathetic.and Parasympathetic Gan- 
glia in Massive Hemorrhage (Veraenderungen an 
den Ganglienzellen des autonomen Nervensystems bei 
hohem Blutverlust.) Ropert Stieve. él. Chir., 1958, 
83: 1441. 


THE AUTHOR’S EXPERIMENT consisted of anesthetizing 
adult dogs of comparable size with 800 to 900 mgm. 
of evipal intraperitoneally. Then about 500 c.c. of 
blood was withdrawn. Subsequently some of the dogs 
received replacement ‘fluid .therapy consisting of 
about 500 c.c. of electrolyte solution. 

The microscopic appearance of autonomous 
ganglia removed at the close of such experiments in- 
dicated characteristic changes. The sympathetic stel- 
late ganglia and the parasympathetic ganglia nodosa 
were investigated. The nerve cells in dogs without 
replacement therapy show what the author terms 
‘permanent damage,” consisting of nuclear changes, 
loss of intracellular granules, and changes in cyto- 
plasma appearance in the sense of lesser affinity to 
stains. 

The dogs with electrolyte replacement also show 
changes in their ganglia, however, to a much lesser 
degree, indicating rather a “functional impairment.” 
There is a difference in the sympathetic and the 
parasympathetic response. The functional changes 
are much more pronounced in the sympathetic gan- 
glia. Therefore the difference between the permanent 
and functional damage can be observed much more 
clearly in the parasympathetic ganglia. 

The dogs with electrolyte replacement show changes 
not much different from the dogs merely under deep 
anesthesia. These changes are completely reversible 
and are considered of functional nature. The dogs 
without electrolyte replacement show irreversible 
changes of permanent cellular damage. 

The author considers his material as an important 
tool for objective morphological investigation of 
autonomous nerve response to stress. 

—Gunars Medins, M.D. 


Periosteal Homoplastic Transplants. Experimental 
Research (Sui trapianti omoplastici di periostio. Ri- 
cerche sperimentale). E. Pansa and M. Gnavi. Arch. 
ital. chir., 1958, 83: 482. 


SHorT strips of periosteum were transplanted from 
the proximal anterointernal surface (diaphysial) of 
the tibia, from the medial surface (metaphysial) of 
the tibia, and from the posterior and anterior lower 
metaphysial surfaces of the femur to the region of 
the lateral margin of the kidney of the same rabbit, 
that is, the periosteal tissue was applied subcapsularly 
to the surface of the renal parenchyma, with the 
inner, or osteogenetic, layer of the periosteal strip in 
contact with the parenchymal renal surface. The 
animals were all young, in the second month of life. 

After periods cf 3, 4, 7, 15, 25, and 60 days the 
animals were sacrificed and the implanted tissues 
subjected to histologic study. The original text con- 
tains photographs showing the periosteal growth 
activities in control animals of the same age and 
species. There were also photographs of the diaphysial 
tibial transplants after intervals of 3 and 4 days, 
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respectively; and after periods of 15 and 60 days, 
respectively. The condition of the metaphysial trans- 
plants after 15 and 60 days, respectively, of the 
metaphysial transplant from the lower posterior sur- 
face of the femur after 60 days, and of the lower 
anterior metaphysial transplant after 25 days was 
also illustrated. 

These studies show that the deposition of bone 
tissue is begun by osteoblasts. The derivation of these 
osteoblastic cells from the osteogenetic layer of the 
periosteum could not be demonstrated with certainty. 
‘This deposition occurred over both surfaces (periosteal 
and renal parenchymal) of the new-formed osseous 
lamina; however, the process was not as uniform as 
in the normally situated periosteum, but tended to 
progress more intensely in some areas. Furthermore, 
the fibers of the osteogenetic cells did not tend to 
arrange themselves in laminae, that is, parallel to 
one another, as in normally placed periosteum, but 
were interwoven in all directions, and reabsorption 
occurred earlier and progressed more rapidly. 

There were also differences in behavior between 
the diaphysial and the metaphysial transplants. The 
periosteum removed from the diaphysial region pro- 
ducec a more compact type of bone tissue and the 
growt.i process continued for the full 60 days, while 
the metaphysial osteogenesis tended to take a tra- 
becular form, began reabsorption earlier, was more 
extensive, and did not, as in the case of the diaphysial 
periosteum, develop almost exclusively from the 
surface of the lamina of new-formed bone, but oc- 
curred almost exclusively in the wall of the trabecular 
cavities and was interstitial in type. 

The authors are of the opinion that new-bone 
formation in this transplanted periosteum cannot be 
considered strictly equivalent to normal bone. There- 
fore they do not agree with P. Lacroix concerning 
polarity. This Belgian scholar stated that no matter 
what orientation is given to the graft, the process of 
osteogenesis takes place only at the deep surface of the 


periosteum. In the case of epiphysial cartilage, the 
periosteum is polarized. — John W. Brennan, M.D. 


Experimental Evaluation of 4 New Sulfonamides, (Ex. 
perimentelle Untersuchungen ueber neue Sulfona- 
midderivate unter besonderer Beruecksichtigung der 
Beziehungen zwischen Blutkonzentration, Intensitaet 
und Dauer der Heilwirkung). L. Nerp, W. Papo- 
wETz, W. SAcKMANN, and J. Tripop. Schweiz. med. 
Wschr., 1958, 88: 835, 858. 


FouR NEW SULFONAMIDE DERIVATIVES were investi- 
gated in vitro and in vivo: two pyridazin derivatives 
(sulfachlorpyridazin and sulfamethoxypyridazin) and 
two pyrazol derivatives (sulfaphenylpyrazol (orisul) 
and sulfamethylphenylpyrazol). These drugs have 
quite distinct properties which differ from those of 
other already established sulfonamide derivatives. 
Both pyrazol derivatives were especially active against 
streptococcal sepsis of the mouse, and both pyridazin 
derivatives were more effective against sepsis caused 
by the Escherichia coli. The methoxy] derivative has a 
more prolonged action than the chlorine derivative. 

The sulfachlorpyridazin is eliminated in the urine 
and in the bile in especially high concentration and 
therefore could be very useful for eradication of the 
Escherichia coli in biliary and urinary tracts. 

It became apparent that clinically the best and 
safest therapeutic results are achieved with that deriv- 
ative which produces the most pronounced bacterio- 
static effect with the lowest possible blood level. Com- 
pounds with unnecessarily high blood levels (sul- 
famethylphenylpyrazol and sulfamethoxypyridazin) 
present side reactions and cumulative toxic effects. 

In summary, the sulfaphenylpyrazol (orisul) ap- 
peared to be especially valuable for streptococcal sep- 
sis in the mouse and presented the highest therapeutic 
effectiveness with the lowest blood level. It also had 
prolonged duration of action. This compound will 
probably represent a valuable therapeutic tool. 

—Gunars Medins, M.D. 
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